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Clinical excerpts 


Meprobamate* 
brought symptomatic 
relief to 105 of 145 
psychiatric patients 
“representative 

of the entire 

hospital populat 

70 of whom 

obtained pronounced 
to moderate relief. 


1.Graffagnino, P. N., Friel, P. B. 
and Zeller, W. W.: Emotional 
disorders treated with 
meprobamate and promazine. 
Connecticut M. J. 21:1047, 

Dec. 1957. 


Use of meprobamate 
in chronic 
psychiatric »». 


patients 


disease 


by 


DIAGNOSIS 


NO. OF 
PATIENTS 


NO. 
SYMPTOM IMPROVED 


SCHIZOPHRENIA 
PARANOID 
NON-PARANOID 


DEPRESSION 
PSYCHOTIC 
NEUROTIC 


ANXIETY STATE 
CHARACTER DISORDERS 
OTHERS 


SLEEP 
DISTURBANCES 36 


ANXIETY 
TENSION 
AGITATION 


TOTALS 


the original meprobamate 


«alleviates anxiety in chronic psychiatric 
patients facilitates psychotherapeutic 


rapport « improves disturbed ward be- 


- havior * suitable for prolonged therapy 
. no liver or renal toxicity reported « free 
autonomic effeets, 


discovered and 
introduced 
by 


97, WALLACE LABORATORIES 
New Brunswick, N. J. 


itd 
a 
series 
(hospitalized patients—all types). 
ptom 
IMPROVED 
= 45 34 
7 30 
a? 16 10 31 
| 13. 
ta 16 13 OTHERS 1 
45 | 105 TOTAL 116 
2: 
cM 6968 
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INFORMATION FOR CONTRIBUTORS 


-Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings becomé the property of the Association. Not all papers 
read, however, can be published in the JoURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them, These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in « terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 

1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1958 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., Hanover, N. H., or to 1270 Avenue of the Americas, New 
York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in Section 
1103, Act of October 3, 1917. Authorized on July 3, 1918. Application for 2nd class re-entry pending 
at Hanover, N. H. 
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there is a dosage form 
of ‘Compazine’ 


for every hospital need 


new: Concentrate, 10 mg./cc. (available to hospitals only) 
convenient liquid form for those patients who “cheek” tablets; for 
those patients who refuse oral medication it can be easily disguised by 
mixing with liquid or semi-solid foods. 


Tablets, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
—for convenient manipulation of dosage. 


Spansulet capsules, 10 mg., 1§ mg. and 30 mg.—for convenient 
all-day or all-night therapeutic effect with a single oral dose. 


Ampuls, 2 cc. (§ mg./cc.)— for immediate control of disturbed 
patients. 


Multiple dose vials, 10 cc. (5 mg./cc.) for greater economy, 
convenience, and flexibility of doses. 


Suppositories, 5 mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F 
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Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine, A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... ipnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 


with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


TRADEMARK 


- relieves headache 
dispels visual disturbances 
and - overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
Vill 
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release 


Meprospan 


meprobamate (Miltown®) I 


Two capsules on arising last all day ; 
Two capsules at bedtime last all night ) 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration ef meprobamate in a 

1. Meprobamate is more widely prescribed than any 4 

sustained action form [Meprospan] produced 3 

a more uniform and sustained action... 

2. Baird, H. W., I1l: A comparison of Meprospan 1s 
(sustained action meprobamate capsule) with other these capsules offer effectiveness at 

tranquilizing and relaxing agents iréchildren. ” 
Submitted for publicatién, 1958. reduced dosage.’”’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


a Literature and samples on request “WALLACE LABORATORIES, New Brunswick, N. J. 
we-7328 who discovered and introduced Miltown” 
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Acad. 1957.” hlesinger, B.: ‘The value of bugle relaxants ef le tomes Amt 
listing 4 ny. 15, Der} 1956. Shane, A. 
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probs the le relaxants in mugele spasm dne tie rk Acad. Se 
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This message 
does not concern your patients’ 


well-being...it concerns yours! 


We urge you to test an important new way to s‘mplify and organize 
your affairs, wherever your practice takes-you . . . in your office, 
hospital or clinic . . . at society meetings or conventions .. . on AC 
or auto battery. The GeLtoso STENO-TAPE Recorder is a distin- 
guished new hi-fi tape recorder, smaller than a medical bag, light as 
a textbook. Record consultations, correspondence, diagnoses, prog- 
ress reports—even lectures and speeches, 2-hour recording at slow 
*Dictating” speed, hi-fi performance at fast ‘“‘Music” speed. A mere 
7% pounds, the STENO-TAPE is “the world’s smallest, most port- 
able, lowest-priced dual purpose recording/dictation machine.” 
Recommended by Audio-Digest Foundation and the Audio Journal 
of Dentistry. Cost, including sensitive microphone, spare reel, 


starter tape and Cordovan-finish carrying case, complete $179.95 


MAY WE ARRANGE A FREE TRIAL FOR YOU? 
GELOSO, 312 Seventh Ave., N.Y. 1, N.Y., Dept. AJP 
Please have your local dealer contact my office for 


an appointment 


NAME 
DEPARTMENT. 
ADDRESS 
CITY AND STATE 
COMPLETE PRICE...ONLY $179.05 PHONE aoa 

C) Yes! | would like information about the new dic- | am interested in information about () “Audio- 
tation-transcription accessory priced at $19.95. Digest or the [_] “Audio Journal of Dentistry.” 
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When mild depression hampers 


your patient’s progress in psychotherapy 


Dexamy!* (a balanced combination of Dexedrinet and amobarbital ) 
is often an effective adjuvant in psychotherapy. When mild 
depression impedes the therapeutic process. your prescrip- 
tion for ‘Dexamyl’ can help you restore optimism and 
confidence in many patients. ‘Dexamyl’ is available 
as tablets, elixir and, in two strengths, as 


Spansule* sustained release capsuies. 


Smith Kline & French Laboratories 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. 4T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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anxiety 
is the voice 
of stress 


EQUANIL 
S Meprobemate 
PHENERGAN® HCI 
Promethazine HCl 
SPARINE® HCI 
Promazine HCI 


A Wyeth normotropic drug for nearly 
every potient under stress 


Philadelphia 1, Pa. 


| coty in one form of 
1S th ician 
System : 
pis. Nerv: 
H., et ® 
to organic EQUANIL allevi@ 
success u es anxiety» 
and jnsommnia, ment. Of all atarav 
4 tota has the br ‘ 
the common | 
practice. : 
| t | 
4 
idl 
Meprobamate 


The paranoiac’s psychotie turmoil is 

promptly relieved with Pacatal. His restlessness, 
hyperactivity and other manifestations of 
agitation can all be brought under control’ 


and replaced by more normal patterns 


PACATAL... 

* “normalizes” thinking and emotional responses 
* calms without “flattening,” keeps patients alert 
* elevates the mood instead of sedating the patient 
complete literature available on request 


References: 

1. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 

2. Bruckman, N., et al.: Am. J. Psychiat. 114:262 (Oct.) 1957 
3. MacGregor, J. M.: South African M. J. 30:1108 (Nov. 17) 
1956. 4. Sarwer-Foner, G. J.. and Koranyi, E. K.: Canad. 

M. A. J. 77:450 (Sept. 1) 1957 


WHEN 

A MAN IS A 
WHIRLWIND... 
CALM THE 
EMOTIONAL 
STORM 


BRAND OF MEPAZINE 


L 
FOR NORMALIZATION—NOT SEDATION Pae at a 


WARNER-CHILCOTT 
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faster 
recovery 
from severe 
depression 
with 


psychotherapy and LD epr ol* 


average 
recovery time 
8 weeks" 


Acts Differently Deprol controlsdepression 
without stimulationsrelieves melancholia with- 
out whipping up an emotionally tired patient. 


Treats Psychic and Somatic Symptoms 
, s Deprol restores natural sleep without depres- 
sion-producing aftereffects # relieves such 
physical manifestations of depression as head- 
ache, cardiovascular and gastrointestinal 
complaints. 


Exceptionally Safes no known liver toxicity; 
no effect on blood pressure, appetite, sexual 
function « side effects are minimal and easily 
controlled by dosage adjustment. 

Rapid Onset of Action « Simple Dosage Schedule 


Composition: Each tablet contains 
400 mg. meprobamate and 1 mg. 
2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HC1). 


Dosage: The usual starting dose is 
one tablet q.i.d. When necessary, this 
dose may be increased gradually up 
to a dose of three tablets q.i.d. 


i Literature and samples on request. 


WALLACE LABORATORIES, hiew Grunswick, 0.4. 


*Al der, L.: Ch therapy of depression — Use of meprobamate com- 
bined with benactyzine (2-diethylaminoethy! benzilate) hydrochloride 
166: 1019, March 1, 1958. mane 
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Versatile, moderately long-acting hypnotic 


@ restores normal sleep cycle in ® useful in psychiatric evaluation 
acute excitement by narcoanalysis 

@ provides prompt, prolonged _— Available in 1 and 3-gr. pulvules, 
narcosis in psychiatric patients and ampoules ranging from 1 

@ aids in differential diagnosis be- gr. to 15 1/2 grs. 
tween functional and organic *'Amytal Sodium’ (Amobarbital Sodium, Lilly) 
disease 

ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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July THE AMERICAN JOURNAL OF PSYCHIATRY 1958 


From the time of its founding in 1844 
as the Association of Superintendents of 
American Asylums for the Insane our Asso- 
ciation has mirrored the thinking and activi- 
ties of those interested and working in what 
we now call psychiatry. During its 114 
years, it has sought to guide and influence 
the care of the mentally ill. 

Each of the 13 able and active gentlemen 
who founded the Association was the super- 
intendent of a mental hospital. For at least 
75 years the superintendents and staff physi- 
cians of American mental hospitals guided 
the Association’s development. They relied 
on their Association to provide them a place 
to meet and discuss matters of common 
concern. The problems they discussed were 
primarily concerned with giving aid and 
comfort in hospital settings to individuals 
afflicted with psychoses. Almost immediately 
the early members of the Association ap- 
pointed committees to deal with problems of 
current concern to them. A journal was 
promptly produced under the Association’s 
auspices, by the Superintendent of the Utica 
State Hospital and it has flourished from 
its inception. The volumes of the American 
Journal of Insanity which later became the 
American Journal of Psychiatry, are our 
best single source reference for tracing the 
development of organized psychiatry over 
the years. 

In the early 1850’s our predecessors in the 
Association began to report and discuss a 
series of propositions which have profoundly 
affected the structure and operation of men- 
tal hospitals ever since. Among them was 
the Kirkbride plan which spelled out the 
architectural features of the mental hospital ; 
and many present monuments still exist to 
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exemplify the far reaching influence of 
Kirkbride’s ideas. 

The organization stressed the desirability 
of small hospitals, with a capacity not greater 
than 250 patients. With this proposition 
they were, however, almost completely un- 
successful and their hospitals grew ever 
more monstrous with the years. 

Their propositions also set certain stand- 
ards, including standards for staffing pat- 
terns in the hospitals. Indeed, I fear that in 
the more than 100 years since they were 
first enunciated, these early notions of stand- 
ards have dominated the thinking of commit- 
tees which ever since have tended only to 
modify them rather than to question their 
fundamental applicability in a_ radically 
changir world. 

In ano\.er proposition our grandfathers 
spelled ou. the duties and responsibilities of 
a superintendent. They said that a physician 
should be the superintendent and chief exec- 
utive officer of the establishment and that 
besides “being a well educated physician, 
he should possess the mental, physical and 
social qualities to fit him for the post. He 
should serve during good behavior, reside on 
or very near the premises, and his compen- 
sation should be liberal, as to enable him to 
devote his whole time and energy to the wel- 
fare of the hospital. He should nominate to 
the Board suitable persons to act as assistant 
physician, steward and matron; he should 
have the entire control of the medical, moral 
and dietetic treatment of the patients, unre- 
stricted power of appointment and discharge 
of all persons engaged in their care, and 
should exercise a general supervision and 
direction of every department of the institu- 
tion.” 

This became the pattern for the superin- 
tendents, placing them, as it did, in an al- 
most dictatorial position and giving them 
nearly unlimited power. The pattern had the 
merit of permitting able and gifted superin- 
tendents to fashion the institution over which 
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they reigned according to their views and in 
many instances they did very well. But the 
system as a whole couJd not generate the 
creativeness that arises out of the interplay 
of democratic forces and in general carried 
with it the essential defects of any authori- 
tarian system. As Owen Copp states in his 
Presidential Address in 1921: “Inflexible 
adherence to this creed led to controversy 
and, ultimately, restraint of individual initia- 
tive and action.” 

The Presidential Address became one of 
the customs of the annual meeting, presuma- 
bly for the purpose of noting the progress of 
psychiatry, and perhaps also to suggest new 
departures. In any event, it is rewarding to 
review the Presidential Addresses of years 
past as they reflect the thinking of the period. 

Many of the ideas promulgated by my 
predecessors have led to action. Oi recent 
vintage, for example, is the formation of 
the Joint Commission on Mental Illness and 
Health stemming out of Dr. Appel’s ad- 
dress. Dr. Bowman's thoughts concerning 
reorganization of the Association offered 
some 14 years ago resulted in marked 
changes of which I shall speak later. 

The ideas and wisdom of some other pre- 
sentations were perhaps a little too forward 
looking, ahead of their time and therefore 
not put into immediate effect. I refer partic- 
ularly to the address of Owen Copp in 1921 
entitled “Some Problems Confronting the 
Association.” As a matter of fact I find 
myself today, perforce, plagiarizing Dr. 
Copp to a considerable extent. He called 
attention to the amazing fact that the number 
of beds for the treatment of mental diseases 
in public institutions throughout the United 
States equalled, and probably exceeded, the 
aggregate for all other forms of illness. 

Impressive as these figures are, said Dr. 
Copp, “they are insignificant compared with 
immeasurable wastage through neglect of 
preventive and curative measures; through 
avoidable dependency, inefficiency, delin- 
quency and degeneracy; through adverse 
reactions of mental factors in personal, fam- 
ily, social, educational, industrial and govern- 
mental relationships.” 

Continuing, Dr. Copp said “that our first 
duty was to arouse public and professional 
consciousness to sense the facts in the pres- 
ent situation, He deplored that “the mental 


patient rarely gets ‘a square deal’, rarely has 
the best chance, or an even chance with 
sufferers from other forms of illness, for 
the study and treatment of his malady, which 
often goes unrecognized until the best hope 
of restoration has long passed.” And, most 
pungently, he added “the misconception, 
even among physicians, is prevalent, that 
mental patients, unrecovered after short, 
initial study and treatment, may properly be 
put aside for mere care in asylums during 
protracted illness without persistent and 
resourceful effort to alleviate and rehabili- 
tate.” 

Now, 27 years later, it seems to me that 
the care of the long-term mentally ill re- 
mains as one of the great challenges we have 
failed to meet and must somehow attack 
anew. 

In 1921 when Dr. Copp was speaking, the 
total members of the Association were just 
approaching 1,000, It is remarkable that an 
organization of such small size could have 
had such a marked influence upon the course 
of development of psychiatric care. A mem- 
bership count of the Association through its 
existence is extremely revealing : 


Membership Count of The American Psychiatric 
Association—1844-1957 : 


We see that in the last 25 years the mem- 
bership has increased nearly tenfold, far 
beyond the increase in population of the 
countries represented, and far beyond the 
percentage of increase in the medical pro- 
fession generally. 

As the membership increased beyond one 
thousand, it became apparent that new in- 
ternal organization was needed. Throughout 
many years of its existence the organization 
had a president, president-elect and secretary- 
treasurer. The secretary-treasurer, uncom- 
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pensated, was in charge of the records and 
the financial affairs. A council was the policy 
setting group. I must emphasize the small- 
ness of the membership. It has been a con- 
tinuing characteristic that approximately 20 
to 25% of the membership attend the annual 
meeting. During the long period when the 
membership was below a thousand, no more 
than 200 to 250 members could be expected 
to meet yearly, and the same members tended 
to repeat their attendance so that one came 
to know who was most active in the Associa- 
tion. A mere fraction of this number, of 
course, were active between meetings. 

In scanning the lists of those present as 
recorded in the official transactions and pub- 
lished in the JOURNAL, one is struck by the 
fact that even in the 1920’s the great major- 
ity were superintendents, assistant superin- 
tendents and clinical directors of hospitals. 
Very few were in community practice, and 
the scientific programs reflected the primary 
interest of those attending, in organizational 
and administrative problems. 

As late as 1923 the chairman of the pro- 
gram committee complained how difficult it 
was to come by enough discourses to fill the 
program. How different from 1958 when 
over 180 papers are scheduled and as many 
more had to be rejected for limitations of 
time! 

‘By 1930 the organization had grown to 
such size, approximately 1,500, that the sec- 
retary-treasurer was overwhelmed by paper 
work. So, in 1932, the position of executive 
assistant was created to ease the duties 
especially of the secretary-treasurer and the 
officers and Council. It is probably correct 
to say that Council did not at the time com- 
pletely apprehend the scope of the position 
and to Austin Davies goes the credit for 
having quietly and wisely built up a sound 
business office structure over the years since. 
Gradually he organized and systemized the 
membership files, billing and collecting dues, 
arranging for the annual meetings, becoming 
the paymaster of the organization and keep- 
ing the books, relieving the treasurer of many 
financial details, helping the secretary keep 
his records, handling the growing corre- 
spondence and managing the business affairs 
of the JouRNAL. 

Beginning with the second decade of the 
century, the psychiatric scene changed rap- 


idly. The program of the annual meetings 
became oriented toward clinical and scientific 
papers rather than administrative. Mental 
hygiene societies were organized, marking the 
birth of organized citizen support for mental 
health. Medical schools began to develop 
psychiatric departments ; out-patient clinics 
were established; child psychiatry began a 
lusty career ; private practitioners in psychia- 
try multiplied. 

In short, by 1920 the importance of mental 
illness was being recognized. The first World 
War gave this recognition an enormous push 
and, with the termination of the war, the 
responsibility of the Nation for caring for 
the mentally ill became evident as indicated 
by the activities of the Veterans Administra- 
tions newly established both in the United 
States and Canada, and the appearance on 
the scene of the psychiatrist as a practicing 
member of the medical profession. 

The same period saw the early develop- 
ment of interest in psychopathology and 
psychodynamics. The late Ernest Jones had 
introduced psychoanalysis to the English 
speaking world. This gave birth to a whole 
new cycle of animated debate—marred to 
be sure by not a little mud-slinging—which 
greatly increased interest in psychiatry, 
especially in the community aspects thereof. 
In due time the psychoanalysts developed 
their own organization. Their early efforts 
were often not kindly received by the rest 
of the medical profession or by their col- 
leagues in psychiatry; and there was more 
than a suggestion that they might separate 
from our field to pursue an independent 
course of development. Fortunately, this did 
not transpire. It was not long before a section 
on psychoanalysis was established as part of 
our annual meeting and the psychoanalysts 
have remained closely affiliated with organ- 
ized psychiatry and with medicine ever since. 

In the 1930’s and 1940’s the development 
of insulin coma therapy and electro-convul- 
sive therapy had an enormous social effect by 
way of generating a more optimistic attitude 
among the profession and the public towards 
the therapy of the psychoses. 

The responsibilities of the Association 
in this rapidly changing scene were indeed 
challenging. Whether the organization was 
moving rapidly and vigorously enough to 
assume new responsibilities and leadership 
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came into question. There was suspicion that 
an inner group of old guard members was 
controlling the Association and dealing with 
its affairs in too conservative a fashion. The 
second World War, as in the case of the first 
World War, focused the attention of the 
medical profession, the Congress, and the 
public on the importance of emotional sta- 
bility for the preservation of the nation. 
Psychiatric illness in the armed forces took 
a leading place in the casualty lists. The 
feeling grew that the Association was too 
stuffy and too inept to meet the needs of the 
time. 

Cognizant of a growing unrest and criti- 
cism, Dr. Karl! M. Bowman, then president, 
with the consent of Council, appointed a com- 
mittee to make a far-reaching study of the or- 
ganizational set-up of the Association. This 
committee under the able chairmanship of Dr. 
Karl A. Menninger, made a most exhaustive 
and searching study of the problems involved 
and came up with a comprehensive plan to 
modernize the entire structure. 

For reasons that are somewhat difficult to 
appreciate and evaluate even now, the report 
of the reorganization committee stirred up 
enormous strife within the Association. 
Those who were most concerned with and 
active in the Association’s affairs tended to 
split into two factions. One group, many of 
whom were associated with the Group for 
the Advancement of Psychiatry, formed 
shortly after the War, were strongly in favor 
of the reorganization plan feeling that it 
would bring new life and leadership to psy- 
chiatry. Another group, many of whom were 
associated with the Committee for the Pres- 
ervation of Medical Standards in Psychiatry, 
was more or less unalterably opposed, fearing 
that it would destroy cherished values, poli- 
cies and procedures. For a time a separatist 
movement threatened the unity of the Asso- 
ciation and no action on the plan was possible 
under the circumstances. Unquestionably, 
however, both groups contributed influen- 
tially, through debate, protest, and exhorta- 
tion to the generally accepted and more 
workable structure of the Association that we 
know today. Gradually tempers cooled, fears 
gave way to understanding, compromises 
were made, new words were found to fit the 
need and new voices to expound them, and 
peace returned to our fold. 


The peace that followed, however, was not 
one of inaction but of helpful movement. All 
sides recognized that a more dynamic and 
vigorous organization was necessary. The 
membership shot up with great rapidity, 
bringing new ideas and new approaches into 
the Councils of the organization. 

By 1948 The American Psychiatric Asso- 
ciation had come to the decision that it needed 
great expansion in its activities and that this 
could best be accomplished by the establish- 
ment of the office of medical director to 
develop and guide the old activities and to 
initiate new ones, always under the policy 
control of the Council. 

In 1948 Dr. Daniel Blain was induced to 
leave the Veterans Administration where he 
headed the neuropsychiatric program to 
become the first medical director of the Asso- 
ciation. A budget was provided, offices were 
established in Washington, D. C., and Mr. 
Robert Robinson became associated with him 
as staff assistant with special responsibilities 
in the area of peblic information. 

The decade from 1948 to 1958 has been a 
notable one in the development of The 
American Psychiatric Association; and it 
seems especially appropriate to recount 
briefly some achievements of the period, 
especially since Dr. Blain, to our regret, has 
resigned as medical director, effective August 
31st of this year. 

The Association has become a big business, 
with an annual budget that approaches a 
million dollars, derived in third part from 
dues and in two thirds part from earnings 
and grants. But a million dollars is but an 
embarrassing pittance if we measure it 
against the needs of an organization that has 
a foremost responsibility for guiding the 
national effort to be effective in dealing with 
the calamity of mental illness that plagues 
the Nation and, indeed, the World. We must 
find more money ; much more money. It must 
come from our own pockets and the pockets 
of our friends ; from our last wills and testa- 
ments; from public agencies and private 
foundations; and, most hopefully, from a 
reinvigorated citizens movement comparable 
to those which have been so successful in 
rallying support in the struggle against vari- 
ous crippling diseases. 

It is only possible in a limited time to 
mention activities rather than explain them. 
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There was established at the time the medical 
director was appointed, a special board for 
the inspection and rating of mental hospi- 
tals. During a decade it has inspected most 
of the state hospitals and some of the private 
hospitals. The board has found that most of 
our public hospitals, unfortunately, cannot 
meet minimum standards for effective care 
and treatment of their patients. 

A Newsletter and Mail Pouch were estab- 
lished to keep the members in closer touch 
with the activities of the organization and 
with each other. 

There was created a mental hospital serv- 
ice with several functions including an an- 
nual Mental Hospital Institute and the 
monthly magazine Mental Hospitals. 

A board has been established for examin- 
ing and certifying mental hospital admin- 
trators. 

The medical director has been available 
for assistance to the states in surveying their 
mental health needs and resources, a service 
that several states and one foreign country 
have made good use of. 

Numerous highly productive conferences 
have been held such as the Cornell con- 
ferences on psychiatric education. 

A great many books, pamphlets, and man- 
uals have been published. A special under- 
taking, in association with the Academy of 
General Practice, has been launched to stim- 
ulate the education of the general practi- 
tioner in psychiatry. A division of mental 
hospital architecture has functioned for 
many years to give aid and advice to states 
in their mental hospital building programs. 

The Joint Information Service, supported 
equally by the National Association of Men- 
tal Health and The American Psychiatric 
Association, collects and publishes significant 
facts and figures relating to our field. 

There are over 40 full-time employees of 
the organization, most of them in the Wash- 
ington Central Office and the rest in New 
York and Toronto. 

A new home for the Association has been 
purchased and refurbished, and one that we 
will all be proud of when we visit in the 
nation’s capitol. 

Committee work has been a significant 
part of the Association’s activities from the 
beginning and increasingly so. Possibly as 
a reaction to the charge of inaction that 


followed World War II, the Association 
now has a total of about 50 standing com- 
mittees, ad hoc committees and boards. I 
wish there were time to discuss the impor- 
tant activities of many of the committees. 
This would be more than interesting—it is 
exciting to review the many fine contribu- 
tions they have made such as the regional 
research conferences, the formulation of 
standards and nomenclature, the develop- 
ment of better communications to the public, 
the initiating of divisional meetings, many 
fine publications, and so on. 

A matter of great significance has been 
the development of District Branches and 
the District Branch Assembly. Authoriza- 
tion for forming District Branches has been 
an integral part of the by-laws of the Asso- 
ciation for many years. However, until 1950 
very few were formed while Affiliate Socie- 
ties flourished. A great impetus to the 
growth of the District Branches came with 
the amendment to the by-laws in 1952 when 
the Assembly of District Branches was 
created, providing for each Branch to elect 
representatives to the Assembly. In May 
1953 a District Branch Assembly was 
formed, with 16 Branches sending members 
to the first meeting. Presently there are 
some 44 District Branches covering most of 
the continental United States. The District 
Branch Assembly by constitution is empow- 
ered “To consider matters referred to it by 
Council and advise Council thereon, and to 
present to the Council suggestions and recom- 
mendations on any other matters pertaining 
to the objectives of the Association.” 

It would appear that the Assembly will 
acquire more and more importance in the 
organization. This is a grassroot process, 
with representation in proportion to the 
membership of the District Branches. It is 
my hope and recommendation that, as ex- 
perience is accumulated, the Assembly will 
take on many of the activities now embraced 
by the Council and its agent the Executive 
Committee. It is gratifying to note that there 
is already a pending amendment to the Con- 
stitution which will make the Branches re- 
sponsible for passing on admission to mem- 
bership in the Association. 

The duties and responsibilities of the 
president have also grown enormously. It 
is fair, I believe, to say that currently the 
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duties of a president require about half his 
working time. This trenc, if unchecked, 
could lead to the point where few could 
accept the honor unless some compensation 
were provided. The recent creation of two 
vice-presidents, who will be inducted at this 
meeting, represents a step iti the direction of 
relieving the President of some of the 
burden. I suggest, however, that further 
steps must be taken to deal adequately with 
the problem. 

In the past membership in the Association 
was limited to residents of Canada and the 
United States. In 1950 Mexico, Central 
America and the Caribbean countries were 
included as areas eligible for full member- 
ship. International geographical expansion 
brings with it the long range possibility that 
local and national concerns may become of 
only secondary interest to the Association 
as a whole, At the present time considera- 
tion is being given to the possibility of ex- 
tending the area of active membership to the 
countries of South America. I would there- 
fore recommend that consideration be given 
to the possibility of developing two organiza- 
tions, one a local American Psychiatric Asso- 
ciation, and the other a transnational organi- 
zation. 

The Association has a Committee on 
International Relations which has been ac- 
tively engaged in cementing relations with 
our colleagues in many lands. It appears 
however that the time is not ripe for the 
development of an all embracing inter- 
national association, but this does not pre- 
clude the formation of a transnational organ- 
ization taking in the western continents. | 
would recommend that this be made a matter 
of primary concern by the Committee on 
International Affairs or by a special ad hoc 
committee to work in liaison with our Com- 
mittee on International Relations. 

Then there is the matter of our relation- 
ship to other professions. Our Constitution 
tells us that “members hereafter shall be 
chosen from physicians who have specialized 
in the practice of psychiatry for at least 3 
years,” ; and “fellows shall be chosen from 
members of not less than one year’s standing 
who have specialized in the practice of psy- 
chiatry for at least 6 years. 

The interpretation of the term “specializ- 
ing in psychiatry” has tended to be that one 


should devote essentially full-time to psy- 
chiatry. This would seem to exclude many 
competent physicians who are trained in 
psychiatry but who spend a considerable por- 
tion of their time in neurology or allied fields 
of medicine. This, I believe, is unfortunate. 
It seems axiomatic to me that the neurologist 
and the neurosurgeon with their particular 
techniques have much to contribute to the 
understanding of human behavior. Func- 
tions of the mind such as memory, tension, 
affect, apperception, delusions, hallucinatory 
formation, so long the field of psychiatry, 
are functions of the brain and therefore also 
in the domain of neurology. I will not belabor 
the point but I would recommend that further 
study be undertaken as to the qualifications 
for membership and fellowship in The 
American Psychiatric Association which I 
hope would leave the door open for our dis- 
tinguished colleagues dealing with problems 
of behavior. 

Indeed, I suggest that our concepts of 
proper qualification for membership are too 
limited altogether. I believe that a method 
should be evolved which will bring various 
other disciplines and scientists into closer 
relationship with our Association, if not as 
members at least in some meaningful fash- 
ion. I refer to biologists, neurophysiologists, 
biochemists, psychopharmacologists, experi- 
mental clinical psychologists and other scien- 
tists working in this large field of behavioral 
sciences. Nor can we overlook the occupa- 
tional therapist, the psychiatric social worker, 
and the psychiatric nurse. 

Members of these professions are closely 
associated with us. They do many of the 
things that might be done by the psychiatrist 
were there enough of them to meet all de- 
mands. Some of the clinical psychologists 
have taken the stand that they should be 
independent psychotherapists. They have 
been irked and dissatisfied with the restric- 
tions placed upon them. I believe this stems 
from a lack of sufficient leadership on the 
part of the psychiatric profession. I fear 
that similar problems will arise with other 
coworkers unless we develop a broader con- 
cept and afford leadership both in direction 
and in recognition of the groups. - 

Several organizations have recognized the 
need of incorporating the various disciplines 
concerned into their structure. I refer, among 
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others, to the American Orthopsychiatric 
Association which opens its doors to mem- 
bers of other professions, to the American 
Psychopathological Association which wel- 
comes social scientists, to the Society of 
Biological Psychiatry which includes as full 
members qualified scientists in biology. The 
American Neurological Association has 
created associate membership for those who 
are not M.D.s or practicing neurologists. 

So much could be done by widening of 
our outlook, by channeling the abilities of 
this large group through our organization! 
The medical director and the central office 
have been aware of this for some time and 
have given much thought to it. With the 
authorization of Council, I have appointed a 
committee to explore possible ways of mak- 
ing such an association with our coworkers 
possible. It is my present thought, which is 
concurred with by the medical director, that 
this might well be effected through the mental 
hospital service. The results of further 
studies by the new ad hoc committee will 
be presented at the earliest possible moment 
to the Council and, if approved, to the mem- 
bership. 

This brings me finally to a consideration 
of our mental hospital problems. The large 


mental hospital is antiquated, outmoded, and . 


rapidly becoming obsolete. We can still build 
them but we cannot staff them; and there- 
fore we cannot make true hospitals of them. 
After 114-years of effort, in this year 1958, 
rarely has a state hospital an adequate staff as 
measured against the minimum standards 
set by our Association, and these standards 
represent a compromise between what was 
thought to be adequate and what it was 
thought had some possibility of being real- 
ized. Only 15 states have more than 50% 
of the total number of physicians needed to 
staff the public mental hospitals according 
to these standards. On the national average 
registered nurses are calculated to be only 
19.4% adequate, social workers 36.4% and 
psychologists 65%. Even the least highly 
trained, the attendants, are only 80% ade- 
quate. I do not see how any reasonably ob- 
jective view of our mental hospitals today 
can fail to conclude that they are bankrupt 
beyond remedy. I believe therefore that our 
large mental hospitals should be liquidated 


as rapidly as can be done in an ordurly and 
progressive fashion. 

In our present system it seems unlikely 
that there can be much improvement in the 
staffing of our conventional institutions. Our 
young physicians specializing in psychiatry 
are not heading toward our large hospitals, 
nor are the other categories of personnel. 
In many of our hospitals about the best that 
can be done is to give a physical examination 
and make a mental note on each patient once 
a year, and often there is not even enough 
staff to do this much. 

The first signs of self-liquidation are al- 
ready evident. For example, in Massachu- 
setts, until half a dozen years ago, there was 
a steady increase in the number of patients 
in the hospitals each year. Then a period of 
stabilization followed. In the last several 
years there has been a reduction at the end 
of each year as compared with the beginning 
in the number of patients in hospitals. More- 
over, this has occurred with an increasing 
number of admissions and a decreasing death 
rate, indicating a higher discharge rate. 
This suggests that if the trend continues less 
bed space will be required. This process of 
liquidation could undoubtedly go faster were 
staff and personnel more numerous, but as I 
indicated before, this does not seem probable 
in our present large hospital system. 

We are now in a period of hopeful change, 
however, in treatment facilities for the men- 
tally ill. Psychiatric wards are being opened 
in the general hospitals; out-patient clinics 
are increasing in numbers ; day hospital and 
night hospital facilities are being provided ; 
half-way houses are being experimented 
with; the place of an extension service 
whereby the hospital provides service to 
patients living at home is being studied on 
models provided by our English colleagues. 
Psychiatrists in private practice are equipped 
for and interested in treating patients in 
their homes. Liberalization of insurance 
plans to provide care for mentally ill indi- 
viduals makes possible greater utilization of 
wards in general hospitals and private mental 
institutions. Small intensive treatment units 
are being provided either as independent 
hospitals, or as a portion of the large hospital 
providing a more rapid turnover of pa- 
tients. Rehabilitation services and after-care 
clinics help to support patients in the com- 
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munity who previously would linger in 
hospital. An atmosphere of greater opti- 
mism about the outcome of psychoses leads 
to an attitude of greater liberalization in the 
discharge of patients and a willingness of 
hospital authorities to take certain calculated 
risks. Several states are experimenting with 
new types of facilities better to comfort 
those among our aged people who show 
some signs of mental deterioration but who 
are not disturbed enough to find the wards 
of our mental hospitals a suitable haven. 
All of these factors have favorable potential 
for reducing the number of chronic patients 
and to lessen the need for beds. These are 
the hopeful aspects of the current move- 
ment in our field. 

As the new facilities increase in namber, 
it may be presumed that more and more 
acutely ill persons will seek their help. The 
readily recoverable will be treated in them 
and returned to home and community. 

What of the less readily recoverable, how- 
ever? Their prospect remains grim unless 
new ways are found to meet their needs. 
They will be sent to the large mental hospi- 
tals where they will accumulate in an atmos- 
phere of gloom, despair, and deterioration. 
We cannot allow this to happen. 

If my description is correct and my pro- 
jections reasonably accurate a new attack on 
the “care and custody” of the long term ill 
must be attempted. Unpalatable as it may 
appear, one must face the fact that we are 
doing little by way of definite treatment of 
a large number of our chronic hospital popu- 
lation. It is not even the case that we are 
providing them with first class environmental 
care, much less loving and tender care. 
Therefore, I suggest we take a new look at 
the problem. 

I tentatively suggest that facilities be 
established devoted to care and custody of 
a group of chronically ill individuals for 
whom, at the present time, we have no clear- 
cut definitive medical or psychiatric treat- 
ment. I suggest that such facilities be 
planned as a colony or home rather than as 
a hospital. I suggest that a new discipline be 
developed for the proper management of 
these individuals. I am not ready to define 
the details of this discipline nor from whence 
they should be recruited ; but I think of the 
possibilities of drawing on the knowledge 


of city planners, of group social workers, of 
educators, of public health personnel, of 
sociologists, of specially trained administra- 
tors, and so on. I conceive of such facilities 
being of moderate size. In each such com- 
munity there will be a hospital section staffed 
by visiting surgeons, internists, psychia- 
trists and other specialists. To the hospital 
section with its out-patient clinic would be 
referred those individuals for whom some 
specific medical treatment was indicated. 
Rehabilitation activities would be in the 
center of the scheme, both vocational and 
social rehabilitation. I would offer a working 
definition of rehabilitation in this setting as 
the best utilization of the capacity of a disa- 
bled individual. 

Thus, within this framework of the com- 
munity oriented intensive treatment facilities 
on the one hand, and a new type of facilities 
for the long term ill on the other, we would 
differentiate between psychiatric treatment 
and “care and custody.” This mechanism 
would allow for the most effective utilization 
of the skills and training of highly trained 
physicians, nurses, social workers and others 
in the treatment of the readily recoverable ; 
it would create a new specialized group of 
workers for the rehabilitation and develop- 
ment of the maximum poteutial of individ- 
uals for whom we are not yet capable of 
leading to full recovery. 

To summarize: The Association has 
weathered depressions, wars, internal strife 
and dissension for 114 years, at the end of 
which it finds itself stronger than ever 
before. It has acquired a new home as a 
central headquarters; it has developed a 
flourishing central office organization under 
a medical director ; it is currently sponsoring 
and directing an impressive range of activi- 
ties and services ; it has acquired a member- 
ship of over 10,000. 

Now comes a moment of decision. Shall 
the organization remain static? Shall it 
revert back to a period when it was in large 
part a forum at its annual meetings for the 
presentation of papers and the exchange of 
views? Or shall it attempt to produce in- 
creasing leadership in all aspects of the men- 
tal health of the communities it represents ? 
Shall it attempt to lead and guide all workers 
in this field, not alone psychiatrists but biolo- 
gists, social scientists, social workers, occu- 
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pational therapists, nurses and others con- 
cerned? Shall it deal largely through its 
Branches with affairs of local interest or shall 
it attempt to sponsor a transnational organi- 
zation? Shall it be satisfied with scrutinizing 
the standards of existing hospitals and 
clinics or should it take action in trying to 
develop new procedures and functions? Shall 
it attempt to fashion opinion or shall it leave 
this to other organizations? 

We are not, properly speaking, at a cross 
roads. We chose a path 10 years ago and 
have travelled far along it. In 1958 our 
moment of decision is more in the nature of 
whether to stand still and perhaps attempt to 


retrace our steps; or whether to consolidate 
our gains, strengthen our efforts, accept new 
responsibilities, and quicken our pace. 

I venture that the philosophical determin- 
ists among us would hold that we could not 
retrace our steps even if we would; and 
that the idealists among us would contend 
that we should not even if we could. The 
Association embodies our collective judg- 
ment. If I sense our temper accurately, our 
judgment is that our Association shall push 
on in confidence to enlarge its contribution 
to the national welfare ; and to this course I 
pledge my firm support. 
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HARRY CAESAR SOLOMON, M.D., PRESIDENT, AMERICAN 
PSYCHIATRIC ASSOCIATION, 1957-58 


A BioGRAPHICAL SKETCH 
FRANCIS H. SLEEPER, M.D.1 


All the medical directors of the Boston 
Psychopathic Hospital since 1912 have been 
elected to the presidency of The American 
Psychiatric Association; namely, Elmer E. 
Southard, C. Macfie Campbell and now 
Harry Caesar Solomon, the 84th president. 

Dr. Solomon was born in Hastings, Ne- 
braska, October 25, 1889, the son of Dr. 
Jacob C. and Lena (Fist) Solomon. His 
parents were born in Germany. 

While still young, Harry’s father taught 
him to protect himself in physical encoun- 
ters with others. Blessed with an excellent 
physique, he took an active part in initiat- 
ing other youngsters into the community 
life of his locality in Los Angeles at regular 
Saturday boxing bouts. He attended gram- 
mar school and high school in Los Angeles 
and was always an excellent student. He 
majored in science and received his Bache- 
lor of Science Degree from the University 
of California, at Berkeley, in 1910. He was 
elected to Sigma Xi. Much later, in 1954, 
during his professorship of psychiatry he 
was elected to Alpha Omega Alpha by the 
Harvard Chapter. He is also a member of 
Phi Delta Epsilon. 

His respect and affection for his father 
influenced him to some extent to enter medi- 
cine; another factor was a special lecture 
by Morton Prince on abnormal psychology 
which he heard during his senior year in 
college. He selected Harvard Medical School 
through the influence ui one of his Zoology 
teachers who had a Ph. D. from Harvard 
and who was insistent that Harvard was the 
best place in the world to study medicine. 
Here he found that his schedules were much 
more organized, more documented, more 
regimented than in the University of Cali- 
fornia, where he felt that more independence 
in teaching existed and where more origi- 
nality was expected of the students. 

From the beginning of his medical school 
courses, Harry planned to enter the field of 
nervous and mental diseases. He spent 


1 Augusta State Hosp., Augusta, Me. 
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Christmas and Easter holidays of his second 
year at Harvard as a student at the Danvers 
State Hospital. 

The Boston Psychopathic Hospital opened 
in 1912 as a division of the Boston State 
Hospital. In the fall of his fourth medical 
year Dr. Solomon was invited to intern at 
the Psychopathic Hospital and he remained 
there for a large part of his training period. 
He received his medical degree from the 
Harvard Medical School in 1914. Dr. Solo- 
mon was greatly influenced by the great 
Elmer E. Southard who was pathologist for 
what is now called the Massachusetts De- 
partment of Mental Health, and also Bullard 
professor of neuropathology at the Harvard 
Medical School. Southard was active in the 
planning of the Psychopathic Hospital and 
Solomon saw the early developments of this 
fine hospital and became one of its early 
staff members. He has served the hospital 
for a longer period then anyone else to date. 

During this period in the development of 
American psychiatry many who were to be- 
come the outstanding psychiatrists of their 
day began as neuropathologists. Like Adolf 
Meyer, Abraham Myerson and Elmer E. 
Southard, all of whom were excellent neuro- 
pathologists, Dr. Solomon started his psy- 
chiatric career in the same manner. He 
spent long hours each day working in neuro- 
pathology with Southard and he also spent 
a few months in Philadelphia training under 
William Spiller. 

Following graduation from medical school 
Dr. Solomon became interested in neuro- 
syphilis and he and Dr. Southard did the 
preparatory work on their classic volume on 
this subject. Southard was a hard, yet tre- 
mendously stimulating taskmaster who was 
able to exist on a few hours sleep nightly 
and worked a 7-day week. It was an excel- 
lent yet difficult training period. 

Dr. Solomon married Maida Herman 
June 27, 1916. They have 4 children, Peter 
Herman, Joseph Herman, Babette and 
H. Eric, and 10 grandchildren. Maida has 
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devoted herself to psychiatric social! work 
and was for many years professor of social 
economics at Simmons College School of 
Social Work and is now professor emeritus. 
Her contributions to the field of psychiatric 
social work have been outstanding. 

The Solomons take justifiable pride in 
their family. Of the 4 children and 4 in- 
laws, 5 have Phi Beta Kappa keys and one 
a Sigma Xi key. All have embarked on dis- 
tinguished careers. 

Maida and Harry have a fine old mod- 
ernized colonial farmhouse near Norway 
(Maine) which they have had a great deal 
of fun decorating and renovating. The 
family home, built in 1904, in the city of 
Boston, in the Jamaica Plain area, is a 
favorite gathering place for the Solomon 
clan. 

During World War I, Harry was com- 
missioned a First Lieutenant in the Medical 
Corps and was assigned to duty as a neuro- 
psychiatrist. One of his duties was to ac- 
quire the necessary material and equipment 
for a neuropathology laboratory. This equip- 
ment became mislaid and when Harry re- 
ported to the proper officials in Washington 
he was assured that nothing was ever lost 
in the United States Army ; he needn’t worry 
about it anyway, he would probably be as- 
signed as a urologist or to some equally out- 
landish duty ; in any event nothing was ever 
lost in the United States Army. 

Harry was assigned to Base Hospital 117 
in Vichy, France, where the chief of the 
service was Dr. Daniel McCarthy of Phila- 
delphia, one of Weir Mitchell’s favorites. 
For a short period of time in Paris Harry 
had the benefit of association with the great 
Babinski and Pierre Marie, who treated the 
Americans more as associates than students. 
They were greatly impressed by the courtesy, 
friendliness and skill of these great French 
doctors. 

Solomon’s army assignment was to col- 
lect neurological specimens and he collected 
a huge amount of material to carry back to 
the army medical museum. The war being 
over and Harry, not having seen his firstborn 
son, who had arrived on the day he reached 
France, was anxious to get out of the serv- 
ice. After several futile attempts he wrote 
a letter (which did not go through channels ) 
to Colonel Edwin Zabriskie, who had suc- 


ceeded Colonel Salmon as chief of neuro- 
psychiatry. Colonel Zabriskie’s orders got 
him home at the end of April, 1919. Finally 
upon arrival at the discharge point he got 
orders that he was to be retained in the 
service. He promptly went to Washington 
to find out what it was all about and was 
told that his specimens had been mislaid. 
He went to Colonel Callendar, the officer 
who had told him previously that nothing 
was ever lost in the army. Callendar asked 
if the specimens were properly labeled, and 
was answered in the affirmative. Harry was 
then reassured that his specimens were not 
lost-—that nothing was ever lost in the army, 
and he was promptly discharged. 

Harry is enthusiastic about horticulture. 
Anything that grows interests him. He has 
a large flower garden and a small hothouse 
attached to the house, where he spends an 
hour each morning before going to work. 
For many years he contributed generously 
of his flowers to the hospital of which he 
is director. 

He is an excellent cook and at his sum- 
mer place in Harrison he often serves in 
that capacity. For many years he has been 
an avid collector of handwrought tools, iron, 
copper and brass. As he says, “I love the 
stuff; it’s hand wrought—so cleverly and 
beautifully made.” 

Harry’s teaching experience has been long 
and continuous ; he has been associated with 
the department of psychiatry at Harvard 
since his graduation, culminating in his ap- 
pointment as professor of psychiatry and 
head of the department at Harvard Medi- 
cal School, succeeding C. Macfie Campbell. 
He has been a special instructor in clinical 
psychiatry at Simmons College School of 
Social Work and he also succeeded Campbell 
as medical director, later superintendent of 
the Boston Psychopathic Hospital. He has 
been consultant in psychiatry and neurology 
at the Beth Israel Hospital in Boston, a 
member of the board of consultants of the 
Massachusetts General Hospital, the Massa- 
chusetts Charitable Eye and Ear Infirmary, 
the Faulkner Hospital and U. S. Veterans 
Hospitals in Massachusetts. He was for- 
merly a member of the medical council for 
the U. S. Veterans Administration, a former 
member of the advisory committee of the 
Department of Public Welfare of the Com- 
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monwealth of Massachusetts, and a member 
of the subcommittees on neurology and per- 
sonnel training for the National Research 
Council. He is presently a member of the 
Massachusetts Advisory Committee of Cor- 
rections. 

Dr. Solomon felt very early in his teach- 
ing experience that a basic knowledge of 
psychiatry was essential to all specialties. 
Whenever he has had the opportunity of 
interesting other medical and surgical spe- 
cialties in the psychiatric field he has 
promptly done so. There has been a several 
hundred percent increase in the psychiatric 
faculty at Harvard since Dr. Solomon be- 
came head of the department. Hundreds of 
residents have passed through his hands at 
the Psychopathic Hospital, and the personal 
loyalty and friendship of this group is a 
sincere tribute to him. 

During World War II he was the chief 
neuropsychiatric examiner for the U. S. 
Army recruiting and induction station for 
Boston. He was a member of the medical 
advisory board of the selective service and 
received the selective service medal for his 
outstanding services. He has served as spe- 
cial consultant to the Secretary of War and 
as chairman of the dean’s subcommittee on 
neuropsychiatry for the VA., Boston district. 

When Harry assumed the chairmanship 
of the department of psychiatry at Harvard 
Medical School, the total number of hours 
devoted to psychiatry was approximately 56. 
Most of these were in the third year. 
Through his efforts psychiatry is now taught 
in all 4 years, and several hundred hours 
are devoted to this specialty. Many of the 
general and specialty hospitals in Massa- 
chusetts were made available for teaching 
purposes, and the teaching staff was in- 
creased proportionately. In the Harvard 
Medical School curriculum psychiatry now 
has a place almost equal: to surgery and 
medicine. In a survey during the past year 
as to the number of medical graduates who 
are doing advanced work in psychiatry it 
was interesting to find that Harvard sub- 
stantially led its nearest competitor, having 
more men in training in this field than any 
other medical school in the United States. 

Harry has consistently taught an eclectic 
type of psychiatry. All generally accepted 
schools of thought are represented in the 


Harvard faculty. He has been instrumental 
in increasing the effectiveness oi forensic 
psychiatry and in strengthening this depart- 
ment in the Harvard Medical School. He 
has fostered child psychiatry and brought 
the Judge Baker Guidance Centre and other 
child psychiatry groups into the Harvard 
orbit. He early recognized the need of 
the Psychopathic Hospital becoming more 
interested in the state hospital organiza- 
tion and teaching structure in Massachu- 
setts and saw the great advantages of mu- 
tual activities. He has sought to interest 
men in the field of state hospital psychiatry 
and the advantages of such training. 

Dr. Solomon has placed great emphasis on 
patient government within his hospital, has 
established a strong ex-patients club which 
is completely self-governed. He has seen 
the hospital expand by the addition of a re- 
search and children’s unit, has stimulated in- 
formality which is conducive to better thera- 
peutic results, and has promoted sociologi- 
cal studies which have been of great value. 
He helped make possible the production of 
the volume From Custodial to Therapeu- 
tic Patient Care in Mental Hospitals by 
Greenblatt, York & Brown, in collaboration 
with Hyde, which well illustrates his basic 
philosophy. He has attempted to speed up 
hospital diagnostic procedures, has advo- 
cated day hospitals and established one at 
his hospital. Patients also have the opportu- 
nity of doing constructive work 6 or 7 hours 
a day within the hospital, with some com- 
petitive factors, facilitating their return to 
full time community work. 

Perhaps one of the reasons for his great 
success as an administrator is the fact that 
he has little anxiety, and handles humans 
with the greatest respect and understanding. 
He is always seeking new ideas in patient 
care, and gives full credit to the ideas of 
his associates. A productive researcher him- 
self, he is a fine stimulator of research ac- 
tivity by others as is shown by the extraordi- 
nary output of original research that has 
come from the Boston Psychopathic Hospi- 
tal during his administration. He does not 
tend to regiment but permits others to push 
on in areas of their own interests. He is 
interested in the psychological, sociological 
and physiological areas of research of men- 
tal illness, and tends to gravitate toward re- 
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search with human clinical interest. 

In 1939 Dr. Solomon renovated an old inn 
in Georgetown, Massachusetts, called Bald- 
pate Inn, and developed an excellent private 
mental hospital under the directorship of 
Dr. George Schlomer, where Harry has been 
psychiatric consultant. 

His judgment as an administrator has 
been utilized by the central department of 
mental health and various other organiza- 
tions that have called him as a consultant. 
He has not become a crusader; he has not 
founded a “school of psychiatry.” With all 
his outstanding accomplishments he is an 
extremely miodest person. 

Harry has been very active in various 
medical societies since his early days in medi- 
cine. He was president of the Boston So- 
ciety of Neurology and Psychiatry in 1928 
and 1929; and of the New England Society 
of Psychiatry in 1938 and 39; president of 
the American Neurological Association in 
1941; and has served as president of the 
Massachusetts Psychiatric Society, the 
greater Boston Medical Society, the Asso- 
ciation of Biological Psychiatry in 1950; he 
was president of the Association for Re- 
search in Nervous and Mental Disease last 
year, is president-elect of the American 
Psychopathological Association. 

In The American Psychiatric Association 
he has been active for many years. He was 
chairman of the program committee for 5 
or 6 years, beginning in 1922. He was a 
member of the Council in 1938. He was 
chairman of the arrangements committee in 


Boston during the presidency of Dr. Hall. 

He has written numerous articles and 
books for the psychiatric literature, particu- 
larly in the field of therapy of neurosyphilis. 
In 1917 he published the classic Neuro- 
Syphilis with Elmer E. Southard. In 1922, 
with his wife, Maida, he published Syphilis 
of the Innocent, another classic. In 1926 he 
published with others his experimental stud- 
ies on Sodoku (rat-bite fever) treatment of 
neurosyphilis. He was the editor of the 
Manual of Military Neuro-psychiatry in 
1945 along with Dr. P. I. Yakovlev. This 
was perhaps the most widely used manual 
of military neuropsychiatry during World 
War II. He is the author, with Merritt and 
Adams, of Neuro-Syphilis, 1946, and edited 
Studies in Lobotomy with Milton Greenblatt 
and Robert Arnot in 1950. Also, he co- 
authored with Greenblatt a volume on /ron- 
tal Lobes and Schizophrenia in 1953. In the 
more recent years he has not been particu- 
larly interested in writing and some of his 
associates who are more “pen oriented” have 
carried the ball. Harry has demonstrated 
adequately that he possesses the natural at- 
tributes of a fine leader and The American 
Psychiatric Association has indeed been 
fortunate to have had the benefit of his 
leadership during the past year. 

The late Dr. Merrill Moore, speaking of 
Harry, said, “Harry is a prophet and a 
leader. He has that rare inner harmony that 
permits a man to be st*adfast through all 
the years of his life.” With this opinion 
those who know him will concur. 
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THE AMYGDALAE AND BEHAVIOR ' 


JULES H. MASSERMAN, M.D., MELVIN LEVITT, Pu. D., THOMAS McAVOY, B.A., C.E., 
ARTHUR KLING, M.D., ano CURTIS PECHTEL, Pu. D.? 


This report on the role of the amygdaloid 
nuclei is part of a long-term study of the ef- 
fects of various drugs and cerebral lesions 
on normal and neurotic behavior in cats and 
monkeys( 1-11). 


METHODS 


Training. Fifteen cats were trained in a 
specially designed apparatus(3) for from 3 
to 8 months at increasingly complicated tasks 
involving discriminative response to visual, 
auditory and temporal cues and the pressing 
of levers to earn food rewards. 

Eighteen monkeys were sin-.ilarly trained 
over a period of 6 to 12 months; 11 of these 
were also taught to “count” by pressing the 
levers 4 times for each food reward, whereas 
6 mastered problems of discrimination, im- 
mediate memory and pattern relationships in 
the feeding cues(3). All the animals were 
rated on 30 highly reliable, 6-point scales de- 
signed to measure specific aspects of their 
individual and group behavior(g). 

Induction of Neuroses. Six of the cats 
were subjected to adaptational conflicts in- 
duced by variably spaced condenser shocks 
to the paws given I to 15 times during food 
taking; in 11 monkeys the exposure of a 
toy rubber snake in the food box was used 
as a sole or combined deterrent. As previ- 
ously described(3) these conflictive experi- 
ences produced acutely disruptive reactions 
followed by chronic or progressive neu- 
rotic aberrations characterized by hyper- 
alertness, generalized phobias, inhibitions 
of feeding, severe organic dysfunctions and 
marked changes in sexual and social be- 
havior which persisted for from 4 to 28 
months before operation. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. Aided by Grant M-730 from the United 
State Public Health Service, Contract DA-49-007- 
MD-403 with the Office of the Surgeon General 
and a grant from the Mental Health Fund of the 
Department of Public Welfare of the State of 
Illinois. 

2From the Department of Neurology and Psy- 
chiatry, Northwestern University School of Medi- 
cine, Chicago, II. 
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Operative Procedures. Lesions were 
placed bilaterally in a sterile open field opera- 
tion designed to expose as much of the 
amygdaloid nuclei as possible with a mini- 
mum of damage to the temporal tips and 
other adjacent areas.* In the cats the amyg- 
dalae were grossly * destroyed in 6 adults, 
2 of which had been made chronically neu- 
rotic; in 4 others only the lateral portions 
were ablated, and in one adult female and 
in 4 neurotic kittens, only the medial por- 
tions of the nuclei were removed. In the 
monkeys all accessible amygdaloid tissue was 
removed in 7 normal and 8 neurotic adults, 
and in 3 young macaques neurotic since 
their second year. 

Postoperative. In 5 to 10 days after the 
animals were able to feed themselves and 
move about freely, routine performance tests 
and observations were resumed and con- 
tinued for from 6 months to more than 2 
years. The animals were then again sub- 
jected to conflicting stimuli and the course 
of the neurotic reactions observed. Study 
of the 9 partially amygdalectomized cats and 
of the 3 young neurotic monkeys is continu- 
ing. The brains of the other animals were 
fixed, sectioned and stained with thionin or 
by the Weil method for anatomic confirma- 
tion of the lesions. 


RESULTS 


Maximal Amygdalectomy in Adult Cats. 
These 6 animals showed the following be- 
havior for 12 to 18 months after operation: 


1. There was general retention of learned dis- 
criminations and preoperatively acquired skills; 
however, 

2. The animals showed an impaired facility in 
task performance and a diminished capacity for 


8 The operations were performed by Drs. L. H. 
Schreiner, Paul J. Hutt and Arthur Kling. For a 
detailed description of the procedure see Schreiner 
and Kling (12). 

* Minute remaining portions of the nuclei were 
always found on postmortem microscopic study. 
For comparative drawings of the range in locale 
and extent of the lesions, cf. Masserman, J. and 
Pechtel, C.: An experimental investigation of fac- 
tors influencing drug action. APA Psych. Res. 
Report No. 4, p. 90, 1956. 
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learning to solve new problems efficiently. Certain 
factors contributed to this change: (a) the cats 
were moderately restless so that attention and con- 
centration were impaired; (b) the animals re- 
sponded to cues very slowly, thus allowing for more 
distractions between cue and response; (c) the 
motivation of the animals to work for food was 
sharply reduced; and (d) the cats tended to per- 
severate in their responses and to try few alterna- 
tive solutions. ‘ 

3. The thresholds for startle and fear responses 
were raised for about 10 weeks, with subsequent 
diminution below preoperative levels. 

4. Correspondingly, the inhibitions, phobias and 
somatic dysfunctions in the 2 neurotic animals were 
moderately ameliorated, 

5. The residual neurotic behavior was easily 
amenable to retraining and other therapy so that 
within a month the cats could no longer be classed 
as neurotic. 

6. Sexual activity in the 4 males was almost 
completely absent for 10 to 12 weeks, after which 
it became exaggerated. In this lattter phase, the 
animals would jump from an opened cage directly 
onto other cats regardless of sex. For 4 to 6 weeks 
these efforts were awkward and ineffective; ¢.g., 
one animal regularly spent 3 or 4 hours attempting 
to complete intercourse with a female, hostile to 
the approach of any other tomcat or human and 
reluctant to release her despite his obvious fatigue. 
After 6 to 8 months, sexual activity dropped 
rapidly and then remained absent for the remainder 
of the animal’s life. 

7. For 8 to 10 months following amygdalectomy 
the animals remained on good terms with colony 
mates and were neither frightened by nor antago- 
nistic toward the occasional visits of a large peace- 
ful dog. Then, along with the decreased sexual 
activity and lowered anger-fear thresholds, they be- 
came increasingly averse to all inter-animal trans- 
actions and often challenged any approach. 

8. So also, they remained on friendly terms with 
humans until they became asociai with their colony 
mates. However, if the animals were treated with 
special consideration and care was taken not to 
startle or alarm them, unfavorable responses to 
approach and handling abated. 

9. In contrast to unoperated controls, removing 
an amygdalectomized cat from the relatively stimu- 
lating environment of the laboratory for periods of 
3 weeks twice produced disorganization of learning 
and social skills from which the animal did not 
completely recover. 

10. All of the cats were significantly more sus- 
ceptible to the induction of neuroses than they had 
been preoperatively, or as compared with unoper- 
ated animals. 


Lesions in the Lateral Portions of the 
Amygdaloid Nuclei. Other than moderate 
hypersexuality, no significant changes in the 
social behavior and learning patterns of 4 
adult cats with lateral amygdaloid lesions 
were observed for 6 months after operation. 
However, during the subsequent 9 months, 


the animals became increasingly antagonis- 
tic toward other cats and humans, and 
showed markedly lowered thresholds for 
startle and fear. 


Lesions in the Medial Portions of the 
Amygdaloid Nuclei. Four 2-year-old cats 
which had been neurotic for 15 months 
showed the following behavior in the 6 to 7 
months after bilateral medial amygdalec- 
tomy : 


1. The severe inhibitions, phobias, etc. were little 
modified by the lesions and, aside from brief periods 
of play, rapid feeding or hypersexuality, the ani- 
mals remained hidden behind or beneath furni- 
ture, crouched in the transport cage, and either 
excited or almost completely immobile in the ex- 
perimental apparatus. 

2. In contrast to adult controls, these deviations 
were not significantly modified by postoperative 
attempts at individual retraining, group contact or 
other therapy. 

3. One to 3 months after operation, the kittens 
began an indiscriminate and persistent erotic pur- 
suit of other animals regardless of their sex or 
species, and often in the face of defending claws 
and teeth. For example, the males tried to mount 
each other at the same time, and made advances 
to a baby male rhesus monkey or to the legs of the 
humans. 

4. Two of the cats,5 except when being fed, re- 
sisted contact with the experimenters by clawing or 
biting. 

5. Nine subsequent months of intensive retain- 
ing reduced the scope and intensity of these be- 
havioral deviations, but the animals remained in- 
tensely fearful of any changes in their environment, 
and learned new patterns of adaptation only with 
great difficulty. 


Maximal Amygdalectomy in Adult Mon- 
keys. Eight neurotic and 4 normal monkeys 
showed the following patterns during the 8 
to 24 months following operation : 


1. There was extensive amnesia for previous 
learning: ¢.g., though no longer phobic even of the 
rubber snake, the animals did not enter the trans- 
port cages freely, and in the apparatus showed no 
recognition of the signals, levers, the sound of de- 
livered food, etc. 

2. Consistent with this, the previously neurotic 
monkeys showed marked diminution of their inhibi- 
tions, stereotyped aversive reactions, etc., with only 
a modicum of hyperalertness and muscular tension 
remaining. 

3. For about 6 months there was a marked in- 
crease in oral activity, the monkeys repeatedly 
mouthing anything at hand whether or not it proved 
injurious: food, feces, steel bolts or even an open 
flame. 

4. The animals showed a marked tolerance for 
handling by a single person, so that gloves or other 


5 One of these had bitten strangers preoperatively. 
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precautions became unnecessary. However, they 
were likely to be apprehensive toward other mon- 
keys or when more than one person was nearby. 

5. There was increased inter-animal aggression, 
possibly related to 

6. Persistently heightened sexual activity. The 
amygdalectomized monkeys—all females—mounted 
each other, presented frequently to males, beat or 
mounted them if they did not respond, and regu- 
larly presented to humans of either sex. 

7. The animals were able to regain much of their 
performance on learned problems, but, as with 
the cats, the retraining period was lengthened by 
irregular motivation, marked restlessness and im- 
patience in the testing apparatus or perseveration 
in response. Moreover the relearned performance 
was less precise and accurate than the first. 

8. Two of our amygdalectomized monkeys gave 
birth, one of them twice, but all 3 babies were 
abused. One died after 10 days, its body a mass of 
bites and bruises although its mother had fed it 
and been solicitous some of the time; similarly, she 
had to be separated from her second baby after a 
few days. In the third case, the mother was found 
attempting to tear the limbs from her new-born 
daughter, but the baby was saved and is now a 
well-developed normal animal. Such treatment of 
the young is occasional among monkeys but it is 
unlikely to have occured twice in our colony by 
chance alone. 


9. The monkeys, like the cats, showed excessive 


deterioration of learned performance when confined 
to their living cages for 2 periods of 3 weeks each, 
although in from 4 to 8 weeks thereafter the deficit 
was overcome. In contrast, the social behavior of 
the monkeys was only mildly disturbed by this 
relative isolation, possibly because in their living 
cages they have much more contact with colony 
mates and humans. 

10. Finally, all of the amygdalectomized monkeys 
were less resistant to the induction of neurosis 
than were controls with an intact nervous system 
(10). 

Partial Lesions in Adult Monkeys. Three 
males with unilateral amygdaloid lesions 
showed only some diminution in the accu- 


racy and precision of learned performance. 


Complete Amygdalectomy in Young Mon- 
keys. Two young females and 1 male were 
made neurotic in their third year of life 
approximately 18 months before surgery. 
As in the case of the young cats, these ani- 
mals showed only minor changes in neurotic 
patterns and little amenability to therapy 
during the first 4 months after operation. 
The male showed hypersexuality from the 
time he was put with one of the females in 
the second week. Similarly, both females 
became avid of relations with either sex ; in- 
deed, their rivalry in attentions toward or 
from the male was so intense that two had 


to be separated. Even after g additional 
months of retraining, the young animals re- 
mained phobic, distrustful of other monkeys 
or humans, incompetent in old tasks and 
slow in learning new ones. 


DISCUSSION 


In this condensed presentation of our own 
findings we cannot adequately review the ex- 
tensive and somewhat controversial litera- 
ture on amygdaloid function, ranging from 
Kluver and Bucy’s reports of tameness and 
“orality” in monkeys after extensive tem- 
poral ablations(13), or the recent compara- 
tive researches of Delgado(14), Rioch(15) 
and their associates on the elicitation of con- 
ditioned fear reactions by electrical stimula- 
tion of the medial amygdalae, to similar 
observations by Heath et al.(16) in a schizo- 
phrenic human. In essence, the data indi- 
cate that the amygdaloid nuclei, through 
their limbic and/or cortical-subcortical con- 
nections, are part of a paleocerebral com- 
plex of perceptive-effector circuits especially 
concerned with modifying primal oral and 
sexual exploration. In this sense, our amyg- 
dalectomized neurotic animals showed disin- 
hibitions of feeding and sexual patterns; 
however, to regard this as a “cure of their 
neuroses” would be to ignore the fact that 
anywhere but in a specially protected milieu 
they would actually be less well equipped 
for survival than they had been preopera- 
tively. Our data disclosed no adequate ex- 
planation as to why amygdaloid ° lesions pro- 
duced a lesser amelioration of neurotic 
behavior and a greater impairment of post- 
operative readaptations in our young as com- 
pared with our mature animals. 

We have elsewhere discussed in detail the 
complexity of the factors that affect be- 
havior before and after neural lesions and 
the many further qualifications necessary in 
comparing conative, symbolic and expressive 
behavior in animals with that in humans(9, 
10, 11). Nevertheless, the specific and differ- 
ential effects of amygdalectomy in young 
and adult animals here reported seem worthy 
of further investigation. 


® Preliminary data indicate that this finding also 
holds for 2 kittens with as yet unconfirmed lesions 
in the mediodorsal thalamic nuclei. 
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SUMMARY 


The individual and social behavior of 15 
cats and 18 rhesus monkeys was recorded and 
analyzed during a control period of from 3 to 
15 months, during which the animals were 
also trained to solve increasingly compli- 
cated problems. Adaptational conflicts were 
used to induce persistent experimental neu- 
roses in 3 kittens, 2 cats, 3 young mon- 
keys and 8 adult ones. The amygdalae were 
then totally ablated, with some injury to the 
surrounding areas, in 6 of the cats and all of 
the monkeys; in the remaining 9 cats only 
the lateral or the medial amygdalae were 
removed. 

Postoperatively, the cats exhibited: 1. no 
general amnesia for previous ‘learning; 
2. only mild amelioration of neurotic be- 
havior; 3. moderate motor restlessness ; 
4. variable sexual drive including a phase 
of hypererotism; 5. markedly altered inter- 
actions with other cats and humans ; 6. slowed 
re-learning due to low motivation and erra- 
tic or perseverative performance on both 
simple and complex tasks; and 7. severe dis- 
organization of adaptive behavior after short 
periods of isolation and inactivity. The 
adult neurotic animals were: 8. markedly 
amenable to therapy although the kittens 
very low resistance to the re-induction of 
were only mildly so; whereas 9. all showed 
neuroses. 

In comparison, the monkeys showed 1. an 
initial increase in oral activity ; 2. extensive 
amnesia for previous learning, coupled with 
3. limited diminution of neurotic symptoms 
in the young animals as contrasted with al- 
most complete amelioration in the adults; 
4. the ability to regain preoperative per- 
formance levels on learned problems, al- 
though the retraining period was lengthened 
by altered motivation, restlessness in the test- 
ing apparatus, and precipitate or inflexible 
responses; 5. tolerance of the proximity of 
or handling by a single human, contrasted 


with 6. fear responses to other animals or’ 


when more than one human was present; 
7. increased inter-animal aggression, pos- 


sibly related to 8. hypersexuality ; and 9. di- 
minished resistance to the re-induction of 
neuroses. 

The theoretical implications of these find- 
ing were briefly considered. 
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CHARACTERISTICS OF POST-PARTUM MENTAL ILLNESS 


JOHN J. MADDEN, M.D., JOSEPH A. LUHAN, M.D., WERNER TUTEUR, M.D., ano 
JOHN F. BIMMERLE, M. 


In a study of non-dementing psychoses 
among older individuals encountered in pri- 
vate psychiatric practice, the senior au- 
thors(1) were impressed by the difficulties 
in classification of these cases for the pur- 
pose of clinical evaluation. In this group of 
older people certain epochal influences often 
seemed to be of factual significance although 
the accepted classification had no place for 
such qualification of the behavioral reaction ; 
as in the case of a severe depressive reac- 
tion, more situational and psychoneurotic 
than would be implied in involutional reac- 
tions, and clinically differing from these, but 
occurring in the physical and psychological 
background of the involutional period in life. 

We were impressed with the generally ac- 
cepted designation of a severe behavior dis- 
turbance of post-partum evolution as a post- 
partum psychosis by general practitioners, 
as if these reactions constituted an epochal 
disease sui generis. This probably stems 
from the circumstance that a severe mental 
aberration attributable to unusual stress, and 
particularly to the hazards of childbirth, 
is socially more acceptable than a similar 
mental illness arising without apparent cause 
and therefore implying some degenerative 
inheritable stigma. Onset of the mental 
illness usually very soon after delivery is 
another factor aiding this concept. Further- 
more, the psychological content of the illness 
is often related to the circumstance of ma- 
ternity, such as expressions of overwhelming 
inadequacy and inability to care for the new- 
born infant. 

In the course of private hospital practice 
the senior authors gained the impression, 
without the salutary influence of any statis- 
tical analysis, that these patients responded 
rather well to energetic therapy begun early 

1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicage, Ill., May 13- 
17, 1957. 

2From the Department of Neurology and Psy- 
chiatry, Stritch School of Medicine, 706 South 
Wolcott Ave., Chicago 12, Ill. 

8 Aided by a research grant from the Illinois 
Mental Health Fund, Department of Public Wel- 
fare, State of Illinois. 
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in the course of the mental illness. This 
raised the question whether severe mental 
illnesses of various clinical types occurring 
in a post-partum setting had a better prog- 
nosis than similarly classified mental illness 
in women of the same ages treated in the 
same hospitals, and appearing without the 
coincidence of child-bearing. If a study re- 
vealed any significant difference in favor of 
better prognosis for post-partum mental ill- 
ness, then one might infer that child-bearing 
in some women constitutes an unique stress, 
and that occurrence of the illness post- 
partum should be included in our clinical 
diagnoses as a qualifying phrase after the 
reaction has been designated under the usual 
categories. 

The major part of the present study was 
concerned with post-partum mental illness 
beginning within two months after delivery 
in patients between the ages of 18 and 40, 
inclusive, admitted during the 44 year period 
from July 1, 1947, through 1951; in two 
groups, at Elgin State Hospital, and at 
Loretto Hospital in Chicago, a general hospi- 
tal with a psychiatric unit. 

Since the admissions for mental illness 
arising in the puerperium were relatively 
few before the age of 18 and after 40 and 
because the diagnoses were not coded for 
post-partum occurrence, the age range was 
limited within these bounds. The two 
months’ interval is roughly within the maxi- 
mum duration of the puerperium defined by 
De Lee(2). 

The average patient pupulation during this 
period was about 4,500 at Elgin State Hos- 
pital (ESH) whereas that at Loretto Hospi- 
tal (LH) was about 2,600. All female ad- 
missions during this interval to ESH were 
4,448, and to LH, 1,512. Within the arbi- 
trary age of 18 to 40 the case records of 
1,458 female admissions involving 1,319 pa- 
tients at Elgin State Hospital, and 713 ad- 
missions involving 641 individual patients 
at Loretto Hospital were reviewed. There 
were 59 patients 18 to 40 years old with a 
post-partum illness in the ESH group and 
57 in the LH group. 
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We must differentiate between the number 
of admissions and the number of patients 
in each of the various groups. The 59 pa- 
tients at ESH were responsible for 85 ad- 
missions during this 44 year period, but in 
only one case was there more than one sepa- 
rate post-partum illness (after separate de- 
liveries). Otherwise the multiple admissions 
were for recurrence or continuation of ill- 
ness initiated during a single puerperium, 
except again in one case in each series where 
a woman was admitted to the hospital dur- 
ing this period for a mental illness antedating 
an episode arising after childbirth. In the 
LH group the 57 patients accounted for 72 
admissions during the same period. Hence 
it is difficult to state in one simple figure the 
incidence of post-partum mental illness in 
these series. 

The incidence of patients with PPMI 
among all female patients 18 to 40 during 
this period was 4.5% for the ESH series, 
8.9% for the LH series. The incidence of 
admissions for PPMI per admissions of 
women 18 to 40 was 5.8% at ESH, and 
10% at LH. The incidence of admissions 
of patients with PPMI beginning between 
18 and 40 among all female admissions dur- 
ing this period was 1.9% at ESH, and 4.8% 
at LH. Thus the incidence of PPMI in the 
general hospital population was about twice 
that in the state hospital group. 

The literature gives widely varying sta- 
tistics for the incidence of mental illness as- 
sociated with childbearing and the puer- 
perium. Part of this confusion arises from 
indefiniteness concerning the duration of the 
post-partum period with inclusion of cases 
beginning during lactation many months 
after delivery, and from lack of separate 
consideration of the puerperal period in dis- 
cussions of the general subject of mental ill- 
ness related to childbearing. Furthermore, 
the rates are usually given for all mental dis- 


ease of women of all ages. The proportion 
of women of childbearing age varies con- 
siderably for differing hospital populations. 

The statistic based on the largest number 
of cases culled from the older literature is 
that given by Zilboorg(3), showing an inci- 
dence of psychosis with childbearing of 8.7% 
among 10,394 cases (not all post-partum). 
At ESH Dora Fishback(4) found 53 cases 
(2.7%) associated with pregnancy among 
1948 available records of women admitted 
during 1930 to 1932. From _ percentage 
figures given in her paper one might infer 
that 26 patients suffered from mental illness 
beginning within two months after delivery, 
an incidence of patients per admissions of 
1.8%. The comparable figure for our ESH 
group would be 1.3%. Brew and Seiden- 
berg(5) found an admission rate for PPMI, 
presumably patients per admissions, of 2.4% 
at Syracuse Psychopathic Hospital from 
1933 to 1946. 

In the present work the case records of 
PPMI and of the small control series se- 
lected for follow-up study were carefully 
reviewed and the diagnostic classification 
sometimes changed to be in better clinical ac- 
cord with the facts of observation of the 
patient’s behavior. However, such diagnostic 
revisions were based on the record of the 
first one to three admissions during the 1947- 
1951 period. There was no retrospective 
change in diagnosis because of the long term 
outlook, or the status presens in 1956 or 
1957. Furthermore, the pre-1952 classifica- 
tion was translated when indicated into cur- 
rent terminology. On the other hand, the 
discharge diagnoses of the larger groups 
used to obtain a comparative diagnostic pro- 
file were recorded without revision. 

The discharge diagnoses on a sample of 
487 consecutive women patients at ESH in 
the 18 to 40 groups were collected until a 
total of 400 cases of schizophrenic, manic- 


TABLE 1 


DiaGnostic MAKE-UP oF THE Etcin State Hospitat Group (WomMEN 18 TO 40 YEARS OLD 


1. Post-partum mental illness, revised classification. ... 


2. PPMI, original classification 


3. Non post-partum mental illness original classification. | 


Schizophrenic Manic-depressive Psychoneurotic 
42 patients 7 patients fio patients 
71.2% 11.9% | 16.9% 

3 S14 

5.1% | 23.7% 
296 30 f74 
74.270 \ 7.5% | 18.5% 
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depressive and psychoneurotic reactions was 
obtained, as an index to the diagnostic pro- 
file of these patients for comparison with 
that of the post-partum group. See compari- 
sons in Table 1. 

Jn a similar manner a comparative diag- 
nostic profile for the LH group was ob- 
tained, except that some revision was made 
in the control cases as well as in those of 
PPMI. (See Table 2.) 

The average age at onset of the first at- 
tack related to childbearing in the LH series 
was 28.5 years, in the ESH series 28.1 years ; 
this is close to the 27.6 years reported by 
Fishback(4) for the previous series at ESH. 

The onset of the psychotic reaction in both 
groups of PPMI was usually acute. In 13 
cases of the combined series the onset was 
described as “very soon after delivery” ; but 
when the so-called incubation period was 
stated more exactly, the mental illness began 
within two weeks after delivery in 80% in 
the ESH series, and in 75% in the LH 


group. Premonitory mild symptoms were 


noted in pregnancy in 8 of the ESH cases, 
in 3 of the LH group. 

Unusual circumstances of pregnancy or 
delivery occurred in only 9 cases of the 
double, combined series of 116 cases of 
PPMI; only one patient suffered from major 
toxemia of pregnancy requiring Caesarean 
section at 7 months. In 3 more cases there 
were serious puerperal complications. 

The matter of parity is of interest. In 
most of the reports in the literature, the num- 
ber of multiparous women in the PPMI 
groups exceeded that of primipara. Thus in 
the ESH cases, there were 33 multipara and 
26 primipara; but in the LH series, primi- 
para outnumbered multipara, 34 to 23. 

A history of severe emotional disturbance 
associated with a previous childbirth was 


found in 10 of the ESH post-partum cases. 
The diagnoses made in these cases were: 
manic-depressive psychosis, 5, schizophrenia, 
4, mixed psychoneurosis, 1. In the LH series 
there was only one case of serious mental 
illness associated with previous childbearing, 
in a manic-depressive patient. 

History of previous nervous breakdowns 
not associated with childbearing was found 
in 6 patients in the ESH PPMI group and 
in 5 in the LH series. 

We have stated in the beginning that one 
reason for the general practitioner’s ac- 
ceptance of post-partum mental illness as a 
disease entity was that the content of the 
mental illness was often related to the cir- 
cumstances of maternity, usually implying re- 
jection of the infant, as emphasized by other 
writers. Most often the patient expressed 
inability to care for the child, feared that 
it would die or was deformed; or seemed 
openly resentful and jealous of the infant. 
Examination of the records revealed that 
the content of the mental illness was un- 
mistakably related to the circumstance of 
maternity in only 46% of the LH cases and 
in 44% of the ESH group. Simple ignor- 
ing of the child in connection with strange 
behavior in general, bizarre schizophrenic 
behavior, typical manic hyperactivity, and 
paranoid delusional preoccupation without 
reference to the child were not considered 
as significantly related to the circumstance 
of maternity. However, some writers would 
consider mere indifference to the baby as an 
equivalent of hostility toward it. We were 
unable to confirm from the data in the 
records that there was any high incidence 
of frigidity, or homosexual personality 
makeup as hypothesized by Zilboorg(6) with 
respect to post-partum schizophrenia. 

There were 9 patients who had made sui- 


TABLE 2 


Dracnostic MAKE-UP oF THE Loretto HospitaL Group (WoMEN 18 To 40 YEARS OLD) 


Schizophrenic 


ad Includes 2 cases of psychotic depression in both groups. 


Affective 
patients * 
17.5% 


29 patients * 
11.6% 


Psvchoneurotic 
14 patients 
24.6% 

105 patients 
42.0% 
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cidal attempts in the LH series; only 4 pa- 
tients in the ESH group had attempted sui- 
cide. One patient in the ESH series suffering 
from manic-depressive depression nearly 
killed her baby; but no other patient at- 
tempted or committed infanticide. Piker(7) 
found from reviewing the literature that 
infanticide because of psychosis associated 
with childbearing occurs most often during 
the period of lactation. 

In an attempt to evaluate the prognosis of 
PPMI, a series of control cases was picked 
at random from the patients in the same age 
range at LH and at ESH, admitted during 
the same period with the same major diag- 
noses with the only additional qualification 
that every woman had been pregnant at least 
once (with a few exceptions all were 
mothers). 

With the aid of a psychiatric social 
worker, follow-up studies were initiated in 
the cases of patients not now known to be 
hospitalized, by means of questionnaires, 
telephone interviews, and contact with the 
attending psychiatrist if the patient was still 
under treatment. The average follow-up 
period was about 87 months. Unfortunately, 
during this period many of the patients could 
not be traced. 

Any prognostic appraisal to be reduced to 
a rating will generally be considerably more 
inexact than the symbol would indicate, since 
different ratings on the basis of the same 


Control series 
— = 


Distri- Time in 
Classification Number bution Hospital 

75 Schizophrenic Patients 
Good to fair...... 6 8.0% 12.1% 
7 9.3% 40.9% 


9 Manic-Depressive Patients 


13 Psychoneurotic Patients 
OS 10 


TABLE 3 


Outcome 1n Excin State Hospitar SErtEes 


facts by differing observers may show some 
wide discrepancies. However, since all of 
our patients were evaluated by the same ob- 
servers on the same general principles, the 
following statistics have value in a compara- 
tive sense. 

We classified the long-term results as 
good, fair and poor, with an intermediate 
group where the information was somewhat 
inadequate. In the ESH group, total dura- 
tion of hospitalization during the period be- 
tween initial admission and last contact was 
computed for each patient, and expressed as 
a percentage. For example, the 18 post- 
partum schizophrenic patients with a good 
outcome were hospitalized on an average of 
3.9 months or 4.3% of the time, during 89.0 
months of observation. In the LH group, 
the patient’s stay was generally a matter of 
weeks compared with months in the state 
hospital when the long term outcome was 
good. For example, the 11 schizophrenic 
patients with a good result were hospitalized 
on an average of 24 days during 82.6 months 
observation, spending less than 1% of this 
time in the hospital. Our emphasis in prog- 
nostic evaluation was on social recovery. All 
of the patients in the private hospital unit 
received electroshock therapy and a number 
of the schizophrenic group were treated by 
means of insulin coma as well. Several vol- 
untary patients with a short term stay in the 
ESH series received no shock therapy. 


PPMI series 


Distri- Time in. 
Classification Number bution Hospital 

36 Schizophrenic Patients 
Good to fair...... 2 5.6% 7.9% 


82.2% 


3 75.0% 3.4% 


71.1% 


87.576 3-4% 


3.7% 
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44.0% 76.790 44.4% 4 

11.1% 4.6% Good 

Good to fair...... 4 44.47% 9.37% 

Poor ............ 2 222% 97.1% 25.0% 

Good to fair...... 2 15.4% 3.5% a. 
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TABLE 4 


Outcome 1n Loretto Hospitat SERIES 


Control series 


“Classification Number 
20 Schizophrenic Reactions 
Good 50.0% 
Good to fair 15.09% 


Distribution. 


13 Affective Reactions 
Good 
Good to fair 


Combining some of the results of Tables 3 
and 4 for easier comparison, and using only 
two significant (percentage) figures, we 
have: 


TABLE 5 


PERCENTAGE OF Goop RESULTS IN EACH MAIN 
Crass oF ILLNESS 


Schizophrenic reactions ... 
Affective reactions 
Psychoneurotic reactions .. 91 


One must be cautious in drawing conclu- 
sions from so small a sample, but these re- 
sults seem more valid than statements in the 
literature which quote excellent recovery 
rates without any explanation, or without 
long-term follow-up. Three conclusions 
seem permissible on the basis of these re- 
covery statistics: 1. patients with post- 
partum mental illness have a slightly better 
outlook for recovery than do women of the 
same ages with similarly classified reactions 
unassociated with childbearing. 2. The prog- 
nosis in a group of cases as a whole depends 
to an even larger degree upon the nature of 
the illness, or since there is much yet to be 
learned about causation, depends at present 
on the classification of the mental illness 
without respect to its relation to childbear- 
ing. 3. The long-term outlook is better for 
patients treated in the general hospital psy- 


PPMI series 
Number 


“ Classification Distribution 


19 Schizophrenic Reactions 
ood 


57.976 
15.8% 
10.5% 
15.8% 


85.7% 
14.370 


90.97% 
9.1% 


chiatric unit than for those in the state hos- 
pital in nearly the same community; this 
superiority is particularly evident when total 
durations of hospitalization are compared, 
and in this respect holds both for PPMI and 
for mental illness in women of the same age 
without temporal relationship to  child- 
bearing. 

The reference to difference in outlook be- 
tween the PPMI and control series refers to 
long-term good prognosis, whereas with re- 
spect to a poor outcome there is little differ- 
ence for the same classification of illness be- 
tween PPMI and that occurring without 
relation to childbearing. 

The question whether women with PPMI 
who recover from one episode will undergo 
recurrence of illness with subsequent child- 
bearing is one of considerable interest. In 
the LH series, of the patients with good 
recovery, 15 have had one or more children 
without further serious mental illness; 2 
were pregnant again when last contact was 
made and were well; and 10 have had no 
more children. The 15 patients were classi- 
fied as follows: 7 had schizophrenic, 4 affec- 
tive, and 4 psychoneurotic reactions. The 2 
patients now pregnant suffered from schizo- 
phrenic reactions. 

In the ESH group there were 13 patients 
with PPMI who made a good recovery and 
subsequently had one or more children; 8 
were classified as suffering from schizo- 
phrenia, and 5, from manic-depressive 
psychosis. 


7 Affective Reactions 
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COMMENT 


During the twenties and thirties of this 
century post-partum mental illness requir- 
ing hospitalization was attributed in a large 
measure to toxic-exhaustive psychosis (also 
called delirium and acute confusional psy- 
chosis) ; for example, Strecker and Ebaugh 
(8) in 1926 found that 34% fell into this 
classification. However, even in 1913, Geof- 
frey Clarke(9) wrote that bacterial toxins 
play a very minor role in reproductive in- 
sanities, and that in puerperal insanity the 
morbid mental symptoms are commonly pres- 
ent for a considerable time after the physical 
health has been restored, and relapses are 
frequent. In 1929, Saunders(10) was one 
of the first to reject the etiologic conception 
of toxemia and exhaustion as a cause of 
puerperal psychoses. In a lengthy review of 
the subject of mental disorders associated 
with childbearing Boyd(11) indicated that 
in a series of 150 cases, 28.8% were delirial 
reactions; and he discussed the subject of 
non-toxic deliria, saying that patients with 
such illness who do not recover usually suf- 
fered from incorrectly diagnosed schizo- 
phrenia. Perhaps better lying-in care, the 
advent of anti-bacterial chemotherapy and 
the more general use of Caesarean section 
has contributed to the vanishing of these re- 
actions ; but we suspect that this change is 
on the basis of a more realistic appraisal of 
mental illness associated with childbearing. 

Manic-depressive reactions made up about 
40% of serious mental illness associated with 
childbearing reported in the former litera- 
ture. Most of these reports emanated from 
the eastern United States or Canada, where 
manic-depressive reactions are either more 
in evidence or more in diagnostic fashion. 
During the period of the ESH series re- 
ported by Dr. Fishback(4), with an inci- 
dence of manic-depressive psychosis of 
39.8%, the diagnosis of such reactions was 
more often made at this hospital than in 
other Illinois State Hospitals. As an ex- 
ample of the current diagnostic practices in 
our community, at the Cook County Psycho- 
pathic Hospital during 1948-1951, the diag- 
nosis of manic-depressive psychosis among 
functional psychoses was made in 516 cases 
in contrast to 9,744 cases of schizophrenia 
and paranoid psychoses, a ratio of 1:19. In 


our combined series of 116 cases of PPMI, 
the ratio of manic-depressive and psychotic 
depressive to schizophrenic reactions was 
1:4.4. From a review of the literature 
Boyd(11) found a ratio of manic-depressive 
psychosis to schizophrenia of 2:1. McNair 
(12) in a recent study classified all of the 
puerperal reactions in his series as schizo- 
affective. 

The incidence of psychoneurotic reactions 
in patients hospitalized for PPMI seems 
either to be on the increase, or is gaining 
more recognition. Thus Strecker & Ebaugh 
(8) found 2% of mental illness with child- 
bearing classified as psychoneurotic illness, 
Kilpatrick and Tiebout(13), 4%, Fishback 
(4), 3.5% ; Smalldon(14) found 12.7% and 
Boyd(11), 14.4%. In our combined series 
of 116 cases the incidence of post-partum 
psychoneurotic (nearly all depressive) reac- 
tions was 20.7%. Hemphill(15), writing 
about experience with puerperal mental ill- 
ness in England, classified 38% of his cases 
as puerperal depression; it is probable that 
some of these would have been classified by 
us as severe neurotic depressions. In a re- 
cent report in the German literature, Schwin- 
genheuer(16) found that 37 out of 64 cases 
of puerperal psychosis were predominantly 
exogenous in character. 


CoNCLUSIONS 


In our experience the most frequently en- 
countered form of puerperal mental illness 
of sufficient gravity to require hospital care 
is the group of schizophrenic reactions. 
Many of these with a favorable outcome cor- 
respond to illnesses which were probably 
euphemistically and erroneously catalogued 
in much of the literature of the past three 
decades as toxic-exhaustive psychoses, and 
particularly non-toxic deliria. 

In their beginning, relatively benign post- 
partum schizophrenic reactions may be very 
difficult to distinguish from the hard core 
of process schizophrenia and of relapsing 
schizoaffective reactions. The residuum of 
deteriorating and relapsing schizophrenic ill- 
nesses in similar therapeutic environments is 
proportionately the same whether or not 
these first developed in the puerperium. 
These results imply that process schizo- 
phrenia and some schizoaffective reactions 
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beginning after delivery are purely coinci- 
dental psychoses. The better outlook for 
those schizophrenic reactions which tend to 
be self-limited and are accelerated toward a 
favorable conclusion by early energetic 
therapy suggests that the stresses entailed 
in achieving motherhood and being con- 
fronted with its new responsibilities act as 
a precipitating factor in some women pre- 
disposed to develop personality disorgani- 
zation. 

There seems to be an increasing incidence 
and recognition of serious, presumably func- 
tional mental disability of relatively favorable 
outcome arising in the puerperium which 
early in its course lacks the behavioral 
quality of schizophrenic reactions, is com- 
patible with psychoneurotic depressive states, 
and is rapidly helped by short term inten- 
sive psychiatric treatment. In these cases 
the psychological stress of motherhood is a 
potent precipitating and partially causative 
factor. These reactions occur in certain 


women who react when loss of person- 
ality integrity is threatened with a fairly 
blatant display of psychoneurotic behavioral 


symptoms, 

About half of our patients who made a 
good long-term recovery from an initial post- 
partum mental illness subsequently had one 
or more children without recurrence. All 
those in our study classified as having a good 
outcome have remained well during an ob- 
servation period averaging more than 7 
years. 

We find that in a similar population in 
the same therapeutic milieu there is a some- 
what better long-term outlook for recovery 


in puerperal as contrasted with similarly di- 
agnosed mental reactions unassociated with 
childbearing. 
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DIAGNOSTIC AND PERSONALITY TESTING IN 
CLINICAL PSYCHOLOGY 


R. W. PAYNE, Pu. D.1 


Clinical psychologists have now been 
working with psychiatrists in mental hospi- 
tals for many years and the practice of clini- 
cal psychology in this setting has become 
more or less routine. The psychologist tends 
to answer 4 main types of questions concern- 
ing: 1. the intellectual level of the patient, 
2. the presence of deterioration or brain 
damage, 3. the psychiatric diagnosis, and 4. a 
general “personality assessment.” Discus- 
sion of the value of the clinical psychologist 
has tended to centre around the validity of 
the tests he uses for these purposes. For 
example, some critics would maintain that 
the Rorschach test is not valid for assessing 
psychiatric diagnosis. They might prefer to 
replace it with a test which is valid for this 
purpose. Seldom has anyone tried to assess 
the usefulness of the questions which the 
clinical psychologist tries to answer, as op- 
posed to the validity of the methods he uses. 
It is the purpose of this paper to enquire 
into the last two questions that psychologists 
are usually asked. 

In a mental hospital much of the psycholo- 
gist’s time is spent in answering questions 
about differential diagnosis. The psychiatrist 
usually formulates a fairly specific question, 
for example “is this patient an obsessive 
compulsive neurotic or an early schizo- 
phrenic?”. The psychologist usually gives 
some test or other and suggests an answer 
without further enquiry, ignoring the scien- 
tific evidence on the subject. As Eysenck has 
pointed out (4, 6) questions of differential di- 
agnosis of this sort make one assumption 
which is completely unverified, namely that 
these psychiatric labels refer to “disease en- 
tities” which are qualitatively different, like 
influenza or a compound fracture. Research 
has shown, however, that there is no qualita- 
tive difference between neurosis and normal- 
ity; there is a continuum from the “super 
normal” at the one end, to the “extremely 
neurotic” at the other. Where we draw the 
line is arbitrary. All we can do is quote a 
figure which represents the position occupied 


1 Institute of Psychiatry, University of London, 
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by the patient along this continuum. Further- 
more, Eysenck has demonstrated that at least 
3 completely unrelated dimensions are neces- 
sary to account for psychiatric abnormalities, 
namely, “neuroticism,” “introversion-extra- 
version” and “psychoticism”(4, 6). Since 
these dimensions are unrelated there is no 
reason why a patient could not be “abnor- 
mal” with respect to all of them. It is thus 
meaningless to ask “is this patient neurotic 
or psychotic ?”. We can only ask “how much 
of each ?”. In other words, we can only define 
our patient’s position on these unrelated 
dimensions. 

However, even this more refined proced- 
ure cannot be assessed before we enquire 
into the nature of a further problem, namely, 
“why does the psychiatrist want to have a 
diagnosis in the first place? What is the 
label for?”. Some psychiatrists have been 
known to argue that a diagnosis has no real 
value at all. It is merely a formality required 
for the records. If it is the case that nothing 
follows from the label there would seem no 
point in giving diagnostic tests. Flipping 
coins would be more economical. However, 
this is a point of view seldom accepted. 

Generally speaking, a diagnostic label car- 
ries with it a number of implications. First 
of all, it is descriptive. That is, it is a short- 
hand way of defining a cluster of specified 
symptoms. It is a rather inadequate short- 
hand as it does not mention how many of the 
symptoms in the cluster are present or which 
are absent. Secondly, a diagnostic label has 
prognostic implications. For instance a diag- 
nosis of disseminated sclerosis carries with it 
certain expectations, a hastened death among 
them. Thirdly, diagnosis implies treatment. 
When we know that G.P.I. is confirmed, cer- 
tain rational (or in some cases empirical ) 
treatments follow. Fourthly, a diagnosis usu- 
ally implies an aetiology, or at least rules out 
some causes which might otherwise be enter- 
tained. 

It is obvious then that the value of the 
diagnosis lies in its implications. Labelling 
for its own sake is pointless. It is clear that 
diagnosis in psychiatry is less valuable than 
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in other branches of medicine, mainly be- 
cause the implications are fewer in psychi- 
atry. The aetiology of most psychiatric condi- 
tions is unknown, although unproven (and 
often untestable) theories abound. Similarly, 
very few rational treatments follow from a 
psychiatric diagnosis although a few em- 
pirical treatments (e.g., ECT for depres- 
sion) sometimes do. 

Let us turn now to the contribution which 
the clinical psychologist can make. No diag- 
nostic label which he suggests will be infal- 
lible. However, he should try to suggest how 
fallible his diagnosis is likely to be in any 
particular instance. The difficulty with pro- 
jective tests is that there are usually not 
sufficient data for the psychologist to esti- 
mate his error for any single case. Some 
studies on the Rorschach(2, 12, 17) which 
are themselves of dubious validity, suggest 
that a psychologist using this tool diagnosti- 
cally will be wrong, or partly wrong about 
20% of the time. Thus the label suggested 
in I case out of 5 will be very misleading. 
What is worse, the clinical psychologist has 
no data to enable him to tell when he will be 
wrong. In other words there is an overall 
probability of 1 in 5 that he will be wrong 
whatever he says, and he can never say of 
one case “here I am nearly certain: there is 
only 1 chance in 100 of my being wrong,” or 
of another “here I cannot say, the chances 
are 50-50 that I am wrong.” 

More objective tests for which there are 
adequate data get around this difficulty by 
providing a different probability for each 
score. Let us examine a hypothetical ex- 
ample of a “well” validated, objective diag- 
nostic test for the diagnosis of psychotic de- 
pression. This test has been given to a large 
and representative sample of depressives and 
a well matched control group consisting of a 
representative sample of all other psychiatric 
conditions and a normal group. The test will 
not differentiate perfectly as psychiatric diag- 
nosis is not perfectly reliable. However, the 
following picture might emerge : 


Let us suppose that the two distributions 
are normal and that the mean, the standard 
deviation and frequency distributions for 
both groups are available. The application of 
the test is now fairly easy. For score A, we 
would be unable to commit ourselves, as the 
patient is equally likely to be a member of 
either group. Score B might virtually ex- 
clude “depression.” Since only 5% of de- 
pressives get so high a score the chances are 
only 1 in 20 that the patient is a depressive. 
Score C is less clear-cut. While only 10% 
of controls get so low a score, it is an average 
performance for a depressive. Thus there is 
only 1 chance in Io of the case not being a 
depressive. Score D is fairly conclusive. 
Only 1 in 100 cortrols get such a low score 
so that in all provability “depression” is the 
correct label.? 

We have now succeeded in making our 
labelling more accurate, as each possible 
score carries with it its own probability of 
the label being appropriate. In fact the aim 
of many psychologists today appears to be 
to produce a test which can be used in this 
way. The M.A.P.S. test is a good example 
(23). Is such a diagnostic test of any use 
however? Let us see whether any of the 
implications of a diagnostic label follow 
from the test score. 

All tests of this sort have been validated 
against psychiatric diagnsois. That is, the 
test is shown to differentiate between what 
the psychiatrist in the initial study regards 
as typical or clear-cut groups. The groups 
are originally chosen because they seem to 
conform to the symptom pattern to which 
the label refers. However, does the score 
which we get from the test have any descrip- 
tive value? Clearly it need not. If we are to 
use the score descriptively we must know 
that the lower the score the more depressive 
symptoms are present. However, the method 
of validation described does not allow us to 
assume that this is the case. Depressives in 
the original study, about whom the doctor 
was most doubtful (i.¢., the least typical) 
need not get the highest (1.e., least depressed ) 
score on the test. Similarly, the most clear- 
cut depressives (with all the symptoms) in 


2As Meehl and Rosen(16) point out, to obtain 
a more accurate estimate of these probabilities, the 
“base rates” should also be taken into account. 
These of course are usually unknown for the par- 
ticular hospital population one is asked to test. 
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the original study might well be among those 
with indeterminate test scores. Unless the 
original study has demonstrated a correlation 
between the number of symptoms and the 
test score, we cannot assume that such a cor- 
relation exists. Thus we cannot even use our 
test score to estimate the number of symp- 
toms present. Even if we could, we could 
still not tell from the score which symptoms 
were absent. If this is the case, the diagnostic 
test score has no descriptive significance at 
all, so that it cai contribute nothing to the 
descriptive information of the psychiatrist. 

Description is only one implication of the 
diagnostic label however. Can the test score 
aid the doctor in making a prognosis? This 
need not be the case either. Let us consider 
the original validation of the test again. The 
doctor who diagnosed the standardization 
group of patients might well be able to give 
a more or less accurate prognosis for this 
group of patients. In fact there might be a 
significant relationship between the presence 
or absence of the label he assigns, and prog- 
nosis. We also know that there is a signifi- 
cant correlation between presence or absence 
of his label and the test scores. This does 
not prove, however, that there is any rela- 
tionship whatsoever between the diagnostic 
test score and prognosis. Two things which 
correlate with the same thing do not neces- 
sarily correlate with each other, unless the 
correlations concerned are greater than .7. 
This is, of course, axiomatic in factor analy- 
sis, where two completely uncorrelated tests 
often have high loadings on the same factor. 
If this were not so, parsimonious factorial 
descriptions of large matrices of intercorre- 
lations would not be possible. It is fairly easy 
to see in this example how this might come 
about. The patients might, as a group, have 
10 symptoms. The doctor might base his 
label on these 10 symptoms. While he based 
his label on all 10, only 4 might in fact be 
relevant to the prognosis, so that his labe! 
would have a significant but imperfect cor- 
relation with prognosis. The test score might, 
however, be related to another 4 of the 10 
symptoms. Thus, while the test score would 
also have an imperfect correlation with the 
doctor’s label, it would not be a function of 
any of the symptoms which are related to 
prognosis. 

If the correlations between test score and 


psychiatric label and between label and prog- 
nosis were high enough of course (over .7), 
some correlation between prognosis and 
score would be inevitable. However, we know 
from studies by Ash(1) and others, that the 
inter-individual consistency of psychiatric 
diagnoses is too low for correlations of this 
size to be possible between psychiatric diag- 
nosis and any other variable. 

All this means is that we cannot use our 
test score for prognosis unless it has been 
specially validated for this purpose. This 
seems such an obvious statement that it is 
hardly worth labouring. However, it is im- 
plicitly disregarded in most clinical psycho- 
logical practice. 

The third implication of the diagnostic 
label is treatment. It may be the case that 
the presence or absence of the label given by 
the doctor is correlated with the success or 
failure of certain treatments. (In our ex- 
ample of “depression,” ECT would proba- 
bly be so related.) Again, however, this does 
not prove that the test score is correlated at 
all with success or failure of these treat- 
ments. Precisely the same argument applies 
as applied in the case of prognosis. If we 
wish to use our test to determine which treat- 
ment is likely to be beneficial, we must vali- 
date our test for this specific purpose. 

The fourth implication of the diagnostic 
label was a certain aetiology. Here the case 
is even clearer. For most psychiatric diag- 
nostic labels no aetiology has been estab- 
lished. Thus we cannot expect a test score 
whose sole validation is an imperfect correla- 
tion with psychiatric labelling to throw any 
light on aetiology. 

The diagnostic test score is thus completely 
useless. It can be used validly to predict 
which label the psychiatrist who took part in 
the validity study would have assigned to a 
patient, although for a considerable propor- 
tion of test scores, no conclusive label can be 
predicted. However, it cannot be used validly 
to predict any of the consequences of this 
label. But the consequences of the label are 
all that the doctor is really concerned with. 
When he accepts that the diagnostic test 
“confirms” his clinical diagnosis of depres- 
sion, he may believe that he can now make 
his prognosis and decide on his treatment 
with more confidence. However, this is pre- 
cisely what he should not do, and many clini- 
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cal psychologists do not make this position 
clear to him. 

Many clinica! psychologists have rejected 
diagnostic tools as such. They believe that 
the psychologist can best help the doctor by 
providing supplementary information about 
the “personality structure” of the patient. 
Thus they prefer to use “personality” tests, 
rather than “diagnostic” tests. The term 
“personality test,” however, is rather unfor- 
tunate. Personality is usually defined as the 
sum of individual differences. If this defini- 
tion is accepted, a “personality assessment” 
would require a vast profile of the scores on 
all the cognitive abilities, and affective and 
connotive traits which have been shown to 
be responsible for individual differences. 
This would be an enormous task and it is in- 
conceivable that any single test could pro- 
duce so much data. (It is true that the Ror- 
schach purports to measure many different 
aspects of personality, but even Rorschach 
enthusiasts would find it difficult to support 
the notion that it provides a valid assessment 
of the primary mental abilities defined by 
Thurstone. ) 

What so-called personality tests often do 
provide is a verbal sketch of the patient, 
phrased either in lay terms or in some special 
jargon. More objective tests usually provide 
measures of some very restricted “trait.” It 
is difficult to see in general how these tests 
can be of any more direct help to the doctor 
than the diagnostic tests. Unless these have 
been shown to have a direct correlation with 
treatment, prognosis or aetiology, it is diffi- 
cult to see how the doctor can base any 
course of action on them, interesting as their 
results may sound. 

These arguments do not mean, however, 
that all tests are useless to the clinical psy- 
chologist. They merely mean that tests 
should be validated for the purpose for 
which they are used. That is, some conse- 
quences of practical value must have been 
shown to follow from the test score. The 
practice of validating tests solely against 
psychiatric diagnosis is pointless. Unfor- 
tunately it is very common, and probably re- 
flects the relative lack of advance of the 
science of abnormal psychology. In fact, this 
practice implies that abnormal psychology is 
so undeveloped that we must fall back en- 
tirely on psychiatry, taking over all its con- 


cepts and nomenclature, and validating what 
tests we use against its categories. 

While we may object to using tests whose 
sole validation is a correlation with a psy- 
chiatric label, this does not mean that clinical 
psychologists cannot make a contribution, 
both in terms of test results and recommen- 
dations for action. 

Scientific psychological explanations inde- 
pendent of psychiatric terminology, which 
are testable for individual patients, have been 
advanced for many specific “neurotic” symp- 
toms by such workers as Mowrer(18), 
Wolpe(24), Eysenck(3, 5, 7, 8, 9, 10, I1) 
and Jones(14, 15). most of whom adopt 
Hull’s(13) principles of learning theory 
rather than textbooks of psychiatry as their 
scientific basis. Furthermore, much useful 
descriptive data can be obtained about pa- 
tients and their dysfunctions if an individual 
experimental approach is made. These argu- 
ments have been developed elsewhere( 19, 20, 
21, 22). Psychologists ultimately can only 
hope to be of real assistance to psychiatry if 
they have some unique scientific contribu- 
tions of their own to make to the investiga- 
tion of mental patients, and it is to be hoped 
that in the future some of the constructors 
of “diagnostic tests” can be persuaded to 
turn their research attention to matters of 
more theoretical interest and greater useful- 
ness. 


SUMMARY 


This paper argues that the practice of vali- 
dating diagnostic tests solely against psychi- 
atric diagnosis is pointless. The reason is, 
that if this method of validation is used, 
none of the consequences of the diagnostic 
label necessarily follow from the test score. 
Tests should be directly validated for the 
purpose to which they are being put. In 
clinical psychology, tests are usually used to 
provide a description of the patient, to pro- 
vide a prognosis, to suggest a treatment, or 
to suggest some aetiology. Unless tests have 
been directly shown to have validity for these 
purposes, they should not be used. 
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SUBJECTIVE REPORTS OF LYSERGIC ACID EXPERIENCES IN 
A CONTEXT OF PSYCHOLOGICAL TEST PERFORMANCE 


SIDNEY COHEN, M.D., LIONEL FICHMAN, Pu.D., ann BETTY GROVER EISNER, Pu. D.1 


The psychotomimetic drugs have proven 
valuable tools in neuropsychiatric research. 
Of these agents lysergic acid diethylamide * 
(LSD-25) is preferred at present for the 
production of a dissociation state or “model 
psychosis.” It is a matter of current contro- 
versy whether the subject undergoes a toxic 
psychosis or a schizophreniform state. There 
is no desire to participate here in such con- 
troversy ; however, reactions which included 
aspects of both the toxic and the schizo- 
phrenic psychoses were observed. Further- 
more, in some cases no psychotic process 
whatsoever appears to be involved. 

Investigators who have attempted to eval- 
uate the effect of the hallucinogenic drugs 
on personality have approached the problem 
from several parameters. Some use clinical 
appraisal, others contrive stressful situa- 
tions, a growing number make use of psycho- 
logical test batteries, and some employ a 
combination of methods. It is possible that 
there is still another source of information 
which has so far not been fully utilized— 
narrative reports by the subject himself. 

Although introspective reports should be 
approached with caution, verbal subjects 
gifted with some measure of lucidity may 
offer insights which would otherwise escape 
detection. This is particularly true since 
the LSD-25 experience is, for many indi- 
viduals, so overwhelming that immediate, 
effective communication becomes disrupted. 
Valuable information is often lost when a 
subjective description of the event is not re- 
corded as soon as possible after termination 
of the major effects of the drug(1, 2). 

It is recognized that the validity of indi- 
vidual introspective reports is tentative be- 
cause of the possibilities of distortion which 
may occur at any point in the process from 
experience to narration. However, if the 
reports can be correlated with clinical ob- 


1 Medical and Psychological Services, Neuro- 
psychiatric Hospital, Veterans Administration, Los 
Angeles 25, Cal. 

2 The lysergic acid diethylamide was supplied by 
Mr. Harry Althouse of Sandoz Pharmaceuticals, 
Inc. 
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servation and psychological test results, a 
new dimension of insight into the LSD ex- 
perience becomes available. There seems to 
be distinct value to subjective descriptions, 
especially when counter-balanceed by the 
more objective psychological test material. 

The following 5 case reports were selected 
from a study of 30 volunteer subjects, male 
and female, whose ages ranged from 22 to 
57 years. None of these persons had ever 
required neuropsychiatric hospitalization or 
intensive psychotherapy. A battery of psy- 
chological tests* was administered under 
both control and drug conditions. The aver- 
age dose was 100 micrograms of LSD-25 
diluted in distilled water and administered 
orally at 8:00 a.m. to the fasting subject. 
Each volunteer agreed, as part of the study, 
to write a report of his experience that same 
day, if possible. 

These examples are chosen for clinical 
variety and the expressiveness of the sub- 
jective reports. They also appear to be a 
fair sampling from the range of possible 
LSD-25 reactions. Although the cases ap- 
pear to have a sustained direction toward a 
particular diagnostic category, this corre- 
spondence is not exact. Even if diagnostic 
labels were completely precise, it would be 
impossible to match reaction to category be- 
cause a subject could progress through a 
series of affectual changes. These might 
vary from deepest dysphoria to soaring 
euphoria during a single drug experience, 
and also at times manifesting paranoid and 
catatonic type thinking and behavior. 

A brief summary of performance changes 
on the psychological tests will be given. A 
subsequent report will deal more fully with 
the significant changes on the tests between 
drug and non-drug conditions and with the 


8 The battery consisted of the following projec- 
tive tests: Rorschach, Thematic Apperception Test 
(TAT), Draw-A-Person (DAP), Bender Gestalt, 
Saxe Sentence Completion and Word Association. 
Other tests given were: Shipley-Hartford, Grayson 
Perceptualization, Minnesota Multiphasic Person- 
ality Inventory (MMPI) and an adjective check 
list. 
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implications of these changes. However, a 
few overall remarks may be pertinent with 
respect to the sample in general. 

As the drug took effect, the subjects 
showed varying amounts of change in sen- 
sory and motor function. Everything from 
slight visual blurring to synesthesias and 
the apparent motion of stable objects was 
reported. Sometimes the movements of the 
subjects became more expansive, and some- 
times they were so inhibited that the indi- 
vidual could not raise a finger. 

With respect to intelligence, there was a 
drop in IQ scores on the Shipley-Hartford 
scale in 24 out of 30 cases under LSD-25. 
Abstract thinking was more affected than 
was vocabulary retention. The range of IQ 
change was from an increase of 11 points 
to a decrease of 41 points with the mean IQ 
change a decrease of 8.9 points. 

The most outstanding features of the per- 
sonality changes as revealed by the projec- 
tive techniques were three. 1. A striking 
general disruption of the defensive system 
of the individual occurred. Breakdown of 
defensive structure was significantly more 
frequent and more pathological and there 
was an increased appearance of repressed 
material. 2. There was an impairment in 
reality contact which was reflected in bizarre 
responses and actual perceptual distortions 
up to and including hallucinations. 3. A 
disruption in the ability to maintain any 
sustained effort in dealing with the demands 
of the environment was a consistent finding. 
This was ;. ticularly clear in the disinclina- 
tion and sometimes incapacity to perform 
the tasks set before him. 

Probably because of the lowering of ego 
defenses, there appeared to be a lessening 
of differentiation between outer and inner 
stimuli, and the usually clear-cut divisions 
between sensory modalities became blurred 
with assorted synesthesias making their ap- 
pearance. Accompanying the decreased 
awareness of external stimuli was a general 
turning inward of attention and an obvious 
preoccupation with internal productions. 

One of the most provocative observations 
was the variety of mechanisms of coping 
with the effects of the drug. Some indi- 
viduals exhibited a single regressive mode 
of defense; other subjects seemed to run 
though a repertoire of defensive techniques, 


either singly or several at a time ; and others 
allowed their defensive system to be dis- 
rupted without anxiety. These latter ap- 
peared to experience a type of dissociation 
or depersonalization which was described as 
extremely pleasant, insightful and _inte- 
grating. 

It is of intense interest to speculate on the 
determinants of the direction of experience 
under LSD-25 which do not seem to be con- 
sistent in the same subjects from one session 
to another. The type of reaction seems to 
be a function of the personality of the 
subject, the conditions surrounding the sit- 
uation, the people present during the drug- 
induced state, and the immediate circum- 
stances of the subject’s life. Further research 
is needed in this area to clarify the relation- 
ship of these variables, and to discover any 
other factors involved. 


GASE REPORTS 


Case 1. Woman psychologist.—The test changes 
from non-drug to drug battery showed a general re- 
gression from a high level of operational efficiency to 
one of disorganization and withdrawal. There was a 
drop from 145 to 137 in IQ, and most of this reflected 
an impairment in the ability to reason abstractly. 
Tests which were done with speed and efficiency 
under the control conditions were left unfinished or 
were completed with the greatest urging under the 
drug. A number of replies on the tests were left 
blank, and an even larger percentage were answered 
by inappropriate perseverations of “nothing” and 
“no.” The over-all picture of regressive withdrawal 
is perhaps best typified by the figure drawings. 
Under control conditions these were large, easily 
recognizable male and female figures; under the 
drug all the subject was able to produce were two 
tiny question marks in the upper righthand corner 
of the paper, One of the figures had a small box 
drawn around it. These would be an indication 
that the subject was unable to conceptualize or to 
produce even the most rudimentary human figure. 
In summary: the clinical picture changed from a 
highly intelligent normal subject with some anx- 
iety and rather overt aggression to that resembling 
a catatonic schizophrenic. 

Subjective Report: “The psychologist told me to 
get up and go over to a table and take some tests. 
I started to go, but nothing happened. I tried very 
hard to move. I pushed, but my body would not 
move. When I finally got it going, it went all 
right, but it was hard to stop. I wasn’t thinking 
about anything but what I had to do which was 
move .. . Sometimes I would notice painful sensa- 
tions in some part of my body which I knew in a 
vague sort of way were caused from being in one 
position too long. When I felt these I knew that 
they were intense sensations, but it didn’t seem to 
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matter very much, But whenever I became aware 
of pain, I tried to change position to relieve it. 
Sometimes it worked, and I was able to move. 
Sometimes I tried my best for a long time and 
nothing happened, so I would just stay the way I 
was and put up with the pain until I didn’t notice 
it anymore . 

“People would come in from time to time. If they 
were within my field of vision, I saw them. If they 
were not within my field of vision, I forgot they 
were there. Once I seemed to clear up a little, and 
I wondered who was sitting next to me; I tried to 
turn my head to see, but it wouldn’t move. When- 
ever anybody asked me something, I tried to answer. 
Sometimes I wouldn't be thinking at all, just blank. 
Occasionally I would know exactly what I wanted 
to say. I would try to say it, and nothing would 
come out. Then I would line up some words to 
say, line them up in my mouth and work on getting 
the first one out on the theory that if I could get 
one word out, the rest would be easy. But this 
usually did not work .:. . 

“Somebody asked me if I were happy. In a 
fuzzy sort of way I wanted to explain that I just 
couldn’t answer the question because it didn’t have 
any meaning. I didn’t think I was happy or un- 
happy, but I wasn’t sure just what this was. I 
couldn’t answer the question as phrased because the 
terms were just not relevant. This thought was 
hopelessly complicated to me. To get out of not 
being able to say anything, I just said, ‘sure.’ 

“My most striking impression of the way I felt 
was of the tremendous amount of effort I was 
putting out for very little return. Now it seems 
to me that I found everything impossible but un- 
avoidable. I felt no anxiety at any time after the 
drug took effect. I think now that anxiety would 
have been a very pleasant feeling and a welcome 
relief from the nothing in which I spent today.” 

Case 2. Male teacher.—The test changes from 
non-drug to drug battery showed less deterioration 
than those of the majority of the subjects. There 
was an unevenness of performance which makes it 

‘cult to give a consistent picture of the changes. 
» or instance, when asked to tell stories to a set of 
pictures, the subject was able only to describe what 
was on the cards; on the Rorschach, by contrast, 
productivity was doubled and most of the responses 
were of a high caliber, These responses showed 
less anxiety and defensiveness against aggression 
and sexuality, and the homosexual flavor of the con- 
trol record disappeared, There was also not as 
much preoccupation with a conflictual life situation 
on the drug tests as there had been on the control. 
There was a rise in IQ from 131 to 133 points which 
is not significant, but which is interesting because 
with the majority of the subjects there was a sig- 
nificant drop in IQ level. The subject demonstrated 
vividly in his test battery the visual changes which 
occur with the drug in heightened three dimension- 
ality and the apparent movement of static surfaces. 
In summary: contrary to the trend, this subject 
showed less anxiety and defensiveness under the 
drug and seemed in better control of threatening 
unconscious material. There was an unevenness 


about his performance, suggesting that the effects 
of the drug waxed and waned, thus making it diffi- 
cult to summarize the direction of clinical change. 

Subjective Report: “About this time I noticed the 
bed, table legs, the doctor’s legs and shoes, every- 
thing in my visual field was close around me, and 
they were very large. It was as though everything 
were on a convex surface about me. I have no idea 
how long this lasted, but following this, I suddenly 
felt that everything was ‘away’ from me. There 
was too much distance from me to the objects about 
me, the floor was spacious. This change occurred 
more than once (close-in-large to away). During 
one of the close-in phases the objects about me 
seemed to have no common base or ground. They 
all seemed to be floating on surfaces, transparent 
and their own; yet all were related and the phe- 
nomena felt normal. I was intensely aware of 
everything and felt I was experiencing something 
extremely important. 

“We left the room, and I went to the lavatory .. . 
while there I looked in the mirror. I appeared 
drawn and lifeless and, therefore, somewhat shocked. 
I believe this may have been the beginning of the 
‘away’ phase. Going through the halls there was 
little of interest. Coming upon the outside court 
. . . the ‘outside’ at this time appeared lifeless and 
not quite real. It was dull, flat, and colorless .. . 

“We walked over to the cafeteria. As we entered, 
the music being played on the juke box ‘caught’ me. 
I began to walk in rhythm with it ... Looking 
around as we walked toward the cafeteria line, 
I began to notice color. By the time we reached 
the line, colors .were intense and saturated. The 
salads and desserts on the shelf became the most 
marvelous sight I had ever seen. As food the 
thought never occurred to me. My attention was 
taken by people and movement. At this time my 
sense of time was warped all out of proportion. An 
intensity crept into all objects. There was no dis- 
tinction between animate and inanimate except for 
movement. It seemed to take hours to go through 
the cafeteria line. 

“We left the cafeteria, went through the halls, 
and came out on the same yard or court previously 
mentioned. I would not have known it was the 
same place. The outside had the same quality 
about it that the cafeteria had. Everything was 
substantial. It was as though things were the way 
they should be—fantastically real. The trees were 
lush and their aroma was magnificant. All was 
fresh as I had never seen it before. I watched 
pigeons fly—there seemed to be after-images of 
them in their flight path. I could hardly leave the 
outdoors to go back into the building. 

At this time I believe I left the phase of close-in 
(which started when 1 walked into the cafeteria) 
and began the away phase. In the room again we 
started working on the tests. I became quiet inside. 
Withdrawn and moody. I would have been con- 
tent to sit and brood, but there was nothing to 
brood about. I just felt nothing was worthwhile 
and any effort was too great. 

“I feel there were definite phases: close-in 
(euphoria) and away (depression). These seemed 
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to be an effect of the drug, but could be triggered 
by associations of a psychological nature. Not 
mentioned were feelings of being watched through 
the window in the door of the room. Also feeling 
that conversations were related to me.” 

Case 3. Female Nurse.—The control battery 
showed a rather immature woman within the normal 
range but with a strong flavor of the labile hysteri- 
cal personality. The drug first threw the subject 
into an acute panic and then intensified the imma- 
ture and repressed elements of the personality, and 
there was a drop in efficiency of performance with 
the appearance of much more hostility and sexuality. 
This increase in sexuality was so threatening to 
the subject that she threw a Rorschach card re- 
minding her of male genitals across the room and 
called it lewd and nauseating. The over-all drop in 
efficiency is typified by the drop of IQ level from 
125 to 101 with the greater impairment in abstract 
reasoning. The general loosening of defenses was 
exhibited in associations such as “that’s a place to 
live, too, I guess” to “vagina” and in her failure 
to draw both sexes in the figure drawings when 
under the drug. The control figures were rather 
silly and childish, but under the drug she was able 
to manage only one large, unclothed, undifferenti- 
ated figure and say, “There is no other sex, that’s 
one and the same.” 

In ‘summary: after the subject overcome the 
initial acute panic into which she was precipitated 
by the drug, the clinical picture which she had 
exhibited was that of an immature, labile woman 
whose defenses were loosened so that there was an 
increase in the appearance of overt aggression and 
sexuality. The appearance of this unconscious ma- 
terial and the feeling of loss of control were very 
threatening to the subject. 

Subjective Report: “However, shortly I had the 
feeling of being choked from inside. I had difficulty 
breathing for a moment. Then I began to feel 
nauseated and restless. I said to the psychologist, 
‘I don’t feel good at all’. I remember turning around 
in my chair and holding onto the table and putting 
my head down on my arm. Suddenly the tightness 
in my throat increased, and I began to feel as if my 
body were on fire both inside and outside. My neck 
and back felt very tense. I became very frightened 
and had the feeling of acute panic. I was being 
swirled and sucked down, down, down into oblivion. 
I clung to the table for dear life, but it did no good. 

“The fear was overwhelming as I was thrust 
down into blackness. My body was burning up, 
and I began to sweat. This indescribable feeling of 
being swirled and thrust into some place else was 
easing somewhat. It seemed that I had been in this 
torment for weeks. After it had eased up, I knew 
beyond a doubt that I was in another world. I 
felt it and refused to tell the psychologist about it 
because he wouldn’t understand. I remember think- 
ing, ‘This is what the psychotic feels like.’ That 
feeling of panic and terror had left me tremulous 
and weak. 

“At this point I felt as if there were a transparent 
wall all around me. It was so physical that I could 
almost reach out and touch it. I was completely 


enclosed in this wall, but I could see through it and 
hear everything that went on. . . . This transparent 
wall prevented other people from getting into my 
world, and also it kept me from going into theirs, 
I felt pleased and quite superior about this arrange- 
ment and thought that I had the advantage . 
Although the whole experience was interesting, no 
one could persuade me to go through the fear and 
discomfort again. The horror of ‘losing control’ 
is too much to expect of anyone to experience 
twice.” 

CasE 4. Male physiotherapist—The outstanding 
change from control to drug battery was from 
rather defensive, careful—although slightly aggres- 
sive—performance to a relaxed happiness which was 
not disturbed even by the appearance of bizarre 
material. There was an IQ drop from 136 to 129 
points, all of which appeared in the ability to reason 
abstractly. The relaxation of defensiveness, the 
lowering of intellectual controls, and the emergence 
of unconscious material is best exemplified by the 
figure drawings and the sentence completion test. 
The figures changed from well-defined although im- 
mature ones to purely symbolic drawings which 
resembled an embryo with a flowing tail and two 
ostrich feathers with beads at their base. On the 
sentence completion he perseverated “hot dog” 3 
times, “Dad beat on the head” 4 times, and 5 
sentences was happily preoccupied with Sigmund 
Freud. He felt he was really loved by him, people 
who didn’t like Sigmund annoyed him, he wished 
his mother had married S.F. and so on for 8 out 
of 50 questions. He seemed conscious of his per- 
formance but undisturbed by it, and the bizarre 
material and disorganizations had a happy setting 
such as his drawing circles as musical notes and 
his gay choice of names in the stories he told (Mur- 
gatroid, Lotus Blossom, Hannah and Harry, etc.) 

In summary : this subject seemed to welcome dis- 
sociation, the lessening of defenses and anxiety, and 
the appearance of unconscious material. 

Subjective Report: “This sounds contradictory 
but isn’t—this clear-headed confusion. A thing can 
become so bright it cannot be held within the 
human brain—so beautiful it aches to behold it—yet 
one looks and submits the flesh to this pain of 
beauty—this beauty is clear—the pain is the con- 
fusion. If the ‘beauty’ can look at the pain and 
become one with it—this is what I mean by clear- 
headed confusion. I recall seeing pictures and colors 
and many things . . . One thing is quite clear to me 
now as I return to the changing pictures, the colors 
swimming, retreating, charging: these colors to an 
artist are in reality a picture frame—the hard core, 
the soul, the God, the Be of the artist is the picture. 
His genius is as great as his ability to put his Be 
or Is or Oneness on the canvas. This can be re- 
written for any of the Arts. 

“My own slant was, | believe, particularly to- 
wards form and movement. At one point when 
I persisted in holding onto a single hair as if that 
was all that held me to reality and perhaps it was, 
you said why not choose a speck on the floor? I 
tried very hard to tell you it couldn't be just a speck 
on the floor. It had to be a symbol of my choice 
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and this now seems logical to me . . . You tell me 
and I tell me that I cannot see thru a file card, 
see my hand and the blood vessels, see the thick- 
ness of printers ink, and I must bow my head and 
say it can’t be done. But surely, I did it. And this 
is the logic. What makes our logic better than the 
psychotic’s logic? . . . Heretofore, over many years 
I have had a superior, somewhat supercilious atti- 
tude towards all organized religions. Today, on the 
way home, I tried to tell A. that I could now feel 
with people who had deep religious feeling .. . 

“A week ago I would have thought that visions 
seen by ‘normal’ individuals were carefully con- 
sidered fictions. Although my personal religious 
convictions have not changed, I can very well un- 
derstand ‘visions’, ‘calls’, or deep religious feelings. 
However, I will still be suspicious of people who 
protest too much. A feeling of oneness with God 
cannot be mundane, practical consideration but must 
be an intenseness; not a common sketch but a 
masterpiece. This new acquaintance with reality 
will probably be the strongest reminder of my visit 
into mania. Reality will no longer be an absolute. 
I know now that the psychotic’s reality is not mine 
and that for him, perhaps, his reality can be in- 
finitely better than mine.” 

Case 5. Male psychiatric aide.—Although both 
test batteries were defensive, there was more disor- 
ganization present on the drug tests. The IQ level 
fell from 133 to 126, On the word association test 
synesthesia was present and the subject saw the 
object represented on several occasions when the 
word was spoken. The type of defense shifted from 
the predominantly intellectual to the more with- 
drawn. There was less productivity and several 
refusals to answer. Evidences of fatigue and inertia 
were present, and more concern with themes of 
failure occurred in the stories. The regression and 
refusals appeared most clearly when unconscious 
material which the subject found distressing (mainly 
aggressive) showed evidence of appearing. There 
was much sensory involvement while under the 
drug, and cards with pictures or blots seemed to 
undulate and weave in almost living vibrations. 
In summary: the clinical picture was that of an 
extremely careful, defensive individual with a, strong 
intellectual overlay who was much affected by 
sensory changes under the drug and whose defenses 
shifted from the intellectual to the more withdrawn 
when threatening unconscious material of a re- 
vealing nature began to appear. 

Subjective Report: “When I started to tell what 
I saw, I would suddenly stop in amazement of 
what I had said. ‘Well,’ ran my private thought, 
I'll have to use more discretion than that in what 
I say.’ A moment later I would find myself saying 
something even more disturbing. A sense of having 
lost control hit me, and produced a definite negative 
experience. I believe all the force of control and 
restraint that I could muster must have been called 
forth. 

“My mind was busy. Was this an indication of 
the fears and violence I feared I might encounter 
deep down in my nature? This is the way I im- 
mediately interpreted it. A tendency to ‘clam up’ 


was now elevated to a ruling emotion ... My 
usual determination to see a ‘nice’ meaning was 
powerless in the face of a violence that seemed 
almost vicious—For relief I turned to the lovely 
Utah landscape on the wall. And what should I 
find but a cloud line and horizon converted into a 
fierce pair of lips, snarling in a pulsating, threaten- 
ing face. My body tensed; my feet began to sweat, 
and I believe I slid down in my chair; I don’t know 
what good that was supposed to do, unless I thought 
I could duck out the back way. It would be difficult 
to describe my emotional response which somehow, 
stripped of its complex variations, amounted to an 
immense sense of failure. 

“Only for perhaps 5 minutes did I wish I had 
not tried the drug. After that, the feeling that I 
wanted to try again grew steadily—it grew along 
with the feeling that I had started out right, that 
something unfortunate had happened, that my re- 
actions did not indicate pure and simply that I was 
at heart a fearful person, ridden with guilt com- 
plexes. Actually, though this new and more hopeful 
interpretation was born early in the experience, the 
‘majority’ of me had given up to negative emotions. 
I could see very little but disintegration in myself. 
Therefore it became very necessary to parry, to 
not reveal the mess that I was. I could keep that to 
myself, and attempt a major reconstruction privately 
later. 

“We went to the canteen for lunch. By this time 
I seemed be at the peak of the effect of the drug— 
I was ‘far gone’ ...I couldn’t remember going 
down the hall or being on the elevator, though I 
can remember the elevator door opening very sud- 
denly. The doctor commented on it; and I thought 
it was somehow significant as part of a trick. After 
all, it wasn’t lunch time yet, I thought. Or maybe 
it was an act to test my powers of observation . . . 
In the cafeteria line I felt clumsy . .. I almost 
felt that (the waitress) was participating in a 
conspiracy to force me to reveal that I was ‘gone.’ 

“IT was really on guard now. The doctor sug- 
gested I find a table. Very cautiously I set out 
across the room, which was a vast place now, not at 
all certain that I would recognize an empty table. 
And I wondered if there would be any significance 
in the sort of location I would select. I was looking 
for significance in everything. I was wary and 
suspicious ; but oddly enough still felt I could trust 
the doctor and psychologist. I knew I was paranoid, 
and yet no person seemed threatening . . . 

“It was the oddest thing. I couldn't follow the 
conversation at all, can’t remember a thing that was 
said. What impressed me was the staccato, rapid 
pace of the thing, and the ‘gangster’ quality. I 
thought they might be trying to see if I would later 
be able to link this act with reality ... for the 
most part I was wrapped up in my own thoughts 
and emotions. I had failed. I was a mess. I thought 
of the report by another subject who commented 
that she knew this was ‘how a psychotic feels.’ 
I could go her one better: obviously I was psy- 
chotic . . . Early in the experience I had been able 
to make some shift between normal and LSD states 
of consciousness, But now I was entirely caught 
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up in the new world. I couldn’t be sure that we 
were really at dinner at all. . . . Was I dreaming? 
I made a mental note to be sure and ask the doctor 
and psychologist if we had really gone to lunch at 
all. 

“Once outside again, I saw a group of patients 
being escorted by several aides. Immediately I saw 
one of my friends, an aide, with the group... . I 
thought to myself: ‘It is very clever of them to 
have me see C. now. That adds a quality of veri- 
similitude.’ (later when finishing the tests:) “The 
test called up often rehearsed feelings of being ac- 
cused’ . . . Occasionally, for a moment at a time, 
I caught a painful sense of the inability to feel 
warmth or trust. I had a sense of isolation, of 
frigid aloneness built and defended by the intellect’s 
too dominant questions, evaluations, and judgments.” 


SUMMARY 


These personal narrations of subjects re- 
cently recovered from LSD-25 experiences 
supplement the information obtained by clin- 
ical observation and psychological test data 
and give insight into the qualitative change 
occurring within the individual. 
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SOME CONCEPTUAL TENDENCIES IN THE PSYCHOSOMATIC 
MOVEMENT’ 


BERNARD BANDLER, M. D.2 


A distinguished biologist and careful 

thinker has made the following comment on 
the body mind problem, on the emotions, 
and on the nature of causation. 
It therefore seems that all the affections of soul 
involve a body—passion, gentleness, fear, pity, 
courage, joy, loving, and hating; in all these there 
is a concurrent affection of the body. In support 
of this we may point to the fact, while sometimes 
on the occasion of violent and striking occurrences 
there is no excitement or fear felt, on others faint 
and feeble stimulations produce these emotions, viz. 
when the body is already in a state of tension re- 
sembling its condition when we are angry. Here isa 
still clearer case: in the absence of any external 
cause of terror we find ourselves experiencing the 
feelings of a man in terror. From all this, it is obvi- 
ous that the affections of soul are enmattered for- 
mulable essences. 


This sentence of Aristotle is not so obvious, 
but he immediately clarifies his meaning. 


Consequently their definitions ought to correspond, 
e.g., anger should be defined as a certain mode of 
movement of such and such a body (or part of 
faculty of a body) by this or that cause and for 
this or that end. That is precisely why the study of 
the soul must fall within the science of Nature, at 
least so far as in its affections it manifests this 
double character. Hence, a physicist would define 
an affection of soul differently from a dialectician ; 
the latter would define, ¢.g., anger as the appetite 
for returning pain for pain, or something like that, 
while the former would define it as a boiling of the 
blood or warm substance surrounding the heart. . . . 


Psychosomatic medicine is a movement. 
Although many of the ideas that are now 
held were entertained by men of the 19th 
century and earlier, the movement itself has 
a duration of barely 30 years. Any effort, 
consequently, to describe or to evaluate basic 
concepts, trends and tendencies, lacks an 
adequate historical perspective and is liable 
to some arbitrariness. 

Psychosomatic medicine is commonly used 
in 3 senses: it refers to a point of view, to 
a method, and to a subject matter. The 
point of view is biological: mind is con- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 13- 
17, 1957. 

2 Dept. of Psychiatry, Boston University, School 
of Medicine, Boston, Mass. 
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sidered the central organ of integration and 
of adaptation ; health and disease reflect the 
relative success and failure of the organism 
in the process of maintaining its equilibrium 
and of perpetuating itself in its ever-chang- 
ing environment. The concept of homeo- 
stasis is the physiological statement of this 
point of view. Freud’s basic assumption 
that the function and purpose of the nervous 
system and of the psychic apparatus is to 
keep stimuli at a minimal level is the psycho- 
logical expression of this point of view. The 
biological point of view implies that full and 
complete understanding of any experience 
of the human organism, requires knowledge 
of all the relevant disciplines that impinge 
on it: biology, physiology, psychology and 
sociology. 

The psychosomatic point of view implies 
further a pluralistic concept of causation. 
It implies multiple causes of health and dis- 
ease, which arise from different sources, are 
studied by different disciplines, and are in- 
terpreted by the concepts appropriate to each 
individual discipline. In the literature, how- 
ever, the physiological and psychological 
causes are sometimes considered parallel. At 
other times they are considered to be mani- 
festations of a single underlying process 
which expresses itself in these different mo- 
dalities. At other times the psychological is 
considered the reflection or subjective ex- 
pression of the physiological. This has led, 
at times, to an inadequacy of research de- 
sign and to an inability to interpret the data. 
The pluralistic concept of causation actually 
implies that these causes merge, interact and, 
in some cases, mutually influence each other. 
The decision about the relative contribution 
and significance of these multiple causes in 
the etiology of any specific disease can be 
arrived at only after long observation and 
experiment. 

The method of psychosomatic medicine, 
consequently, is interdisciplinary. The con- 
tributions of a single discipline, such as 
psychology, are profound and convincing. 
They, however, can explain only a part of 
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the total picture. Any research, which aims 
at completeness of understanding, requires 
the participation of experts from a number 
of fields, both in the planning of the pro- 
gram and in its execution. Such collaboration 
involves the difficult problems of precise in- 
vestigative techniques and the objectivation 
and quantification of data. These problems 
are particularly acute in respect to the psy- 
chic apparatus and the contribution of mind. 
Our psychological discussions are saturated 
with quantitative terminology. We speak of 
amounts of energy and libido, the power of 
the instincts, the strength of emotions, the 
degree of affect, the strength and weaknesses 
of the ego, and the strength of the trans- 
ference. 

Freud repeatedly came back to the eco- 
nomic factor, the quantitative factor, as the 
decisive one in human behavior. When he 
wrote of masochism, it was The Economic 
Problem in Masochism. When he wrote of 
the basic factors determining neurosis in 
Analyses Terminable and Interminable, 2 of 
the 3 he listed were biological and quantita- 
tive. They were the hereditary potential of 
ego defenses in each individual and the 
strength of the individual instincts. Quan- 
tity was also considered the decisive factor 
in therapy by Freud. He states that in the 
struggle between the forces working for 
health and the resistances, victory usually 
goes to the bigger battalion. 

A basic problem, consequently, is to evolve 
techniques for the objectivation, validation, 
and precise measurement of psychological 
quantities. Closely related to the problem 
of quantity is that of time. In a study of 
the interrelationship of the different types 
of causes, observation on temporal sequence 
would be crucial. 

The third use of psychosomatic medicine 
is in respect to its subject matter, its con- 
tent. Although the movement in the begin- 
ning made verbal acknowledgment that all 
disease was its province, in practice the ma- 
jority of studies focused on a limited num- 
ber of individual diseases. These diseases 
were almost invariably those of unknown 
etiology, the familiar, so-called “‘psychoso- 
matic diseases,” such as asthma, hyperten- 
sion, and ulcerative colitis. The personality, 
the psyche, and the repressed drives and 


emotions were to be the deus ex machina to 
fill the etiological void. 

There were various determinants of the 
development of the psychosomatic move- 
ment. Freud’s work and the demonstration 
of the role of the unconscious influenced all 
fields of knowledge and endeavor. It formed 
the core of modern dynamic psychiatry. It 
was inevitable that the psychoanalytic con- 
cepts, body of knowledge, and methods be 
applied to the problems of medicine, biology, 
and_ phsysiology. 

The medical schools, the hospitals, intern- 
ists and men engaged in research were highly 
receptive to a collaboration with dynamic 
psychiatry. This receptivity was greatly en- 
hanced by the effectiveness of dynamic psy- 
chiatry during the war. Interrelationships 
between the psyche and the soma were sys- 
tematically demonstrated in the promotion 
of health, the understanding of disease, and 
in therapy. The psychosomatic movement 
was the beachhead by which dynamic psy- 
chiatry re-established itself in the domain 
of medicine. 


The focus on diseases of unknown etiology 
was largely determined by two facts: 1. they 
presented problems of great importance ; 
2. extensive clinical experience had demon- 
strated that the onset and the exacerbation 
of these diseases were often related to psy- 
chic conflict, (described in the literature as 
the “emotional factors”). Extensive clinical 
experience had also demonstrated the re- 
mission of these diseases, or their sympto- 
matic improvement, in the course of psycho- 
therapy. Probably the most impressive and 
subjectively convincing aspects of clinical 
experience were the appearance of physical 
symptoms in the course of verbal associa- 
tions. These symptoms appeared and dis- 
appeared in the context of meaningful asso- 
ciations. The somatic symptoms behaved in 
the same way as the neurotic symptoms and 
appeared equally as intelligible. 

The first attempts at the conquest of the 
“psychosomatic diseases” were based on the 
fusion of two models, one arising from 
the prevailing medical concept of etiology, 
the other from the psychoanalytic study of 
the netroses. The medical ideal was that of 
a single cause. This ideal was triumphantly 
exemplified in the case of bacteria which 
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fulfilled Koch’s postulates. The psycho- 
analytic model was the work done on the 
choice of the neuroses. The earlier years 
of psychoanalysis had concentrated exten- 
sively on the problem of the choice of neu- 
rosis. Research was directed towards an- 
swering the following questions: What 
determined the choice of hysteria, rather 
than an obsessive compulsive, or some other 
type of neurosis? What were the typical 
conflicts, defences, fixations, and meaning 
of symptoms specific for each of the neu- 
roses? What was their personality profile, 
their characaer? These questions had led to 
meaningful answers. Although the pendu- 
lum of psychoanalytic interest has swung in 
recent years away from these problems to- 
wards a closer scrutiny of ego development, 
structure and activity, the achievements of 
these earlier studies have in general been 
accepted. Hopes were high, consequently, 
and apparently well founded that at last the 
etiology of the obscure “psychosomatic dis- 
eases” would be uncovered. Psychology 
was to supply the single cause. An impor- 
tant phase in the history of psychoanalysis 
was to be repeated in the psychosomatic 
movement. 

The problem of choice of organ, or organ 
system, took the place of the old question, 
largely abandoned, of the choice of neurosis. 
The problem of etiology became the prob- 
lem of specificity. The question then arose 
where did specificity reside? Was it in the 
personality? If this were true, could one 
describe the personality structure of patients 
with typical psychosomatic diseases? Could 
one describe the hypertensive or asthmatic 
personality, for example, in the same way 
as one described the hysterical or obsessive 
character? Extensive studies were under- 
taken to answer these questions following 
the pioneer work of Dunbar and her asso- 
ciates. It is of especial interest that with the 
recent extension of the psychosomatic move- 
ment to the neo-plastic diseases, many of 
these same questions are being asked again 
in spite of the fact that the psychosomatic 
movement has largely abandoned this ap- 
proach towards the classical psychosomatic 
diseases. Typology, it appears, is an im- 
portant and necessary descriptive and classi- 
ficatory stage in the development of any 
science. 


The next phase of the movement was to 
look for specificity in the type of conflicts, 
of defences, and in the fate of the repressed 
instinctual drive and emotions. Although 
Freud had not investigated the field of 
“psychosomatic medicine,” the scope of his 
theory provided a framework for its study. 
In a footnote to his paper on the “Uncon- 
scious” Freud made the following observa- 
tion on affect, the quantitative factor of the 
instinctual impulse. “Affectivity manifests 
itself essentially in motor, (i.e., secretory 
and circulatory) discharge resulting in an 
‘internal’ alteration of the subjects’ own body 
without reference to the outside world.” 
The conceptual framework for this phase 
was largely supplied by Franz Alexander. 
His hypotheses were as follows: There was 
a specificity of the basic conflict and of its 
manner of resolution in each of the psycho- 
somatic diseases. The repressed drives and 
emotions were thought to be discharged 
through the autonomic nervous system, lead- 
ing at first to functional disturbance, and 
finally to irreversible tissue changes. The 
physiological processes and anatomical 
changes were not considered symbolic in the 
same sense as the processes and meaning of 
symptoms in hysteria. He considered that 
the unconscious initicted and largely main- 
tained the psycho-physiological chain of 
events. A considerable body of evidence in 
many diseases was produced by Alexander 
and his co-workers to justify these hy- 
potheses. 

The specificity hypothesis, however, raised 
a number of theoretical questions. The most 
general was the problem of the body-mind 
relationship. The problem cannot be dis- 
missed or by-passed as metaphysical. Un- 
less the problem is formulated and solved 
in terms that do justice to the fact that mind 
is the central organ of integration and 
adaptation, it is impossible to cope with the 
problems of etiology, of psychogenesis, of 
the mechanisms by which the environment 
influences behavior, of the relationship be- 
tween physiology and psychology, and of the 
nature and functions of the instincts, drives 
and emotions. There was some confusion, 
as would be expected, in a developing move- 
ment, in the formulation and solution of the 
body-mind problem in both the Introductory 
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Statement to the first issue of Psychosoma- 
tic Medicine in 1939 and in the writings of 
the most influential theorists. Thus, the In- 
troductory Statement first states that there 
is “no logical distinction between mind and 
body” and then advances a particular mo- 
nistic historical solution which is based upon 
the Cartesian dualistic formulation of the 
body-mind problem. The Introductory 
Statement continues 

It takes for granted that psychic and somatic 
phenomena take place in the same biological system 
and are probably two aspects of the same process, 
that psychological phenomena should be studied in 
their psychological causality with intrinsicaily psy- 
chological methods and physiological phenomena in 
their physical causality with the methods of physics 
and chemistry. 


The paper on Psychological Aspects of 
Medicine by Alexander, which follows, il- 
lustrates the same difficulties. It mentions 
that recent 
discoveries gave us an insight into the fundamental 
details of how the mind rules the body. The fact 
that the mind rules the body, no matter how much 
it was neglected by biology in medicine, is the most 
fundamental fact which we know of the process of 
life. 

A few paragraphs later, however, this funda- 
mental fact appears to be ignored. 

There is no Dichotomy between psyche and body 
(soma). If, however, we understand psychic phe- 
nomena as nothing but the subjective aspects of cer- 
tain bodily (brain) processes, [the subjective re- 
flections of physiological processes), this dichotomy 
disappears. 


This solution has essential drawbacks. It 
deprives mind of any biological functions. 
It eliminates mind as a causal factor in dis- 
ease and, hence, repudiates the possibility 
of psychogenesis. Since the emotions are 
both physical and psychological phenomena, 
this theory leaves their role and contribution 
to disease indeterminate. Are the psychologi- 
cal aspects of emotions, in terms of aware- 
ness, conflict, repression, and their fate in 
the unconscious, merely a reflection of the 
physiological processes, and hence without 
causal significance? If taken seriously, this 
theory would exclude research on the basic 
problem of interrelationships, of the inter- 
action and confluence of the various causes 
of diseases and the determination of their 
relative significance both in specific diseases 
and in the individual patient. Alexander's 


general theory of body-mind relationship, in 
short, appears to undermine on the most gen- 
eral theoretical level, his important contribu- 
tions to the theory of specificity. 

Any doctrine of epiphenominalism, or of 
physiological co-existence in which mind has 
the autonomy of a soviet sattelite, or of any 
underlying process which is simultaneously 
expressed in mental and physiological mo- 
dalities is unable to explain how “‘psychoso- 
matic disease” is possible and, hence, to 
ascribe any role to psychogenesis. It be- 
comes necessary, then, to introduce a purely 
physiological concept to explain ‘‘psychoso- 
matic disease.”” This, I believe, is the basic 
rationale for the concept of “physiological 
regression.” 

The concept of specificity has been seri- 
ously questioned in recent years. Such care- 
ful workers, for example, as Karush and 
Daniels, find no evidence for it in ulcerative 
colitis. Mandelbrate and Wittkower con- 
clude their study of Emotion in Graves Dis- 
ease by stating, “No specificity can be 
found.” 

Mahl, in his animal studies of gastric 
function, believes also, that he has disproved 
specificity. Weissman, in his studies on 
specificity in recurrences in gastric ulcer, 
scrupulously avoids any discussion of eti- 
ology. The earlier emphasis on repressed 
aggression and hostility has more recently 
been replaced by the search for specificity 
in affect, particularly the depressive affect. 
Depression is then reported as the dominant 
affect in such diseases as Raynaud’s, lupus, 
asthma, thyrotoxicosis and ulcerative colitis, 
and has been demonstrated in relationship 
to gastric function in Engel’s fine study of 
a child with gastric fistula. It is impressive 
to see this general formulation which stresses 
the role of aggression and the importance 
of depression in disease expressed in the 
tragic lament of Edgar in King Lear, when 
he said, “World, world, oh world, if thy 
strange vicissitudes did not make us hate 
thee, life would not yield to age.” 

More recently, the search for specificity 
has led to an intensive study of the mother- 
child relationship and of the specificity of 
the mother’s personality and conflicts in the 
so-called “symbiotic relationship.” Yet there 
are signs that this search, too, will end in 
generalities. There seems to be no specificity 
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but only a universal matrix of relationship 
which is the psychological soil from which 
any psychosomatic disease, neurosis and psy- 
chosis can spring, as indicated in the work 
of Melitta Sperling, and as expressed most 
generally by Grinker. 

Yet, specificity, as a partial solution of the 
problem of etiology, has by no means been 
ruled out. The work of Mirsky on duodenal 
ulcers has not only reformulated the prob- 
lem, but offered a paradigm for further 
research. His general concepts, his simul- 
taneous studies on psychology and pep- 
sinogen and his demonstration that there are 
variations in the pepsinogen levels in the 
neonate represent, | believe, the point of view 
and type of work which is emerging. The 
“activation” concept of Karush and Daniels, 
which they have not yet fully elaborated, 
points in the same direction. 

The full implications of the 3 meanings 
of psychosomatic medicine are now being 
increasingly recognized. All disease is taken 
seriously as psychosomatic, including the 
neoplastic diseases. This discussion has 
focused, so far, on psychological studies, 
and some of the problems arising from a 
partial concept of the body-mind relation- 
ship. The movement from the onset, how- 
ever, has been prolific in studies of heredity, 
constitution, and physiology, particularly the 
physiology of the central nervous system, 
and the hypothalamic-pituitary-adrenal axis. 
Research on animals has been rich in data 
and suggestive concepts, and gives promise 
with the extension to the study of animal 
personality and temperament of still greater 
contributions, All these studies are as funda- 
mental to the understanding of health and 
of disease as are the psychological explora- 
tions. The problem of schizophrenia, for 
example, while far from solved, is at least 
opening up before the multi-disciplinary ap- 
proach towards concurrent cooperating and 
interacting causes. Theoretically, it is quite 
possible that constitutional and physiological 
determinants will be found for classical neu- 
roses themselves, for hysteria, the phobias, 
and obsessive compulsive neuroses. 

This development is very much in har- 
mony with Freud’s basic biological orienta- 
tion. He explicitly states that his major 
postulate is a biological one; the function 
of the nervous system is to master stimuli. 


His definition of instinct is also biological. 


An instinct appears to us the borderland concept 
between the mental and the physical, being both 
the mental representative of the stimuli emanat- 
ing from within the organism and penetrating to the 
mind, and at the same time a measure of the de- 
mand upon the energy of the latter in consequence 
of its connection with the body. 


Similarly, his discussion of the source of 
an instinct as “that somatic process in an 
organ, or part of the body, from which there 
results a stimulus represented in mental life, 
as an instinct, is biological. The studies of 
the sources of instincts and the indications 
for the distinction and classification of in- 
stincts, Freud believed, were outside the 
scope of psychology. These points have been 
commented on by Romano, Engel and others, 
and have been used as a point of departure 
by Kubie, in his paper on “Instinct and 
Homeostasis.” 

Freud’s discussion of the ego is also bio- 
logically based. On the one hand it is 
founded on the perceptual apparatus and is 
the extension of the surface differentiation 
of the body. On the other hand, it is founded 
on heredity. He did not believe that all 
modifications of the ego are acquired during 
the defensive conflicts of early childhood 
and saw “no reason to doubt the existence 
and importance of primary congenital varia- 
tions in the ego—each individual ego is en- 
dowed from the beginning with its own pe- 
culiar disposition and tendencies.” Even in 
his pictorial representation of ego and the 
id, Freud acknowledges the soma. “The 
ego wears an auditory lobe on one side, only, 
as we learn from cerebral anatomy.” And 
biology is invoked once again in providing 
the therapeutic limitations of psychoanalysis. 
He states, in Analysis Terminable and In- 
terminable, 


When we have reached the wish for a penis and 
the masculine protest, we have penetrated all the 
psychological strata and reached ‘bedrock’ and that 
our task is accomplished. And this is probably 
correct, for in the psychical field the biological fac- 
tor is really the rock bottom. 


Freud’s concept of causation is pluralistic : 
it is not only psychological multi-determin- 
ism, but biological multi-determinism. His 
concept of “somatic compliance” in hys- 
teria indicated his realization that predispos- 
ing factors—hereditary, constitutional and 
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physiological—were necessary for the de- 
velopment of “conversion” as well as the 
environmental and the psychological factors. 
His idea of the importance of syphilis as a 
hereditary factor in hysteria was mistaken. 
What is significant is that his concept of 
multi-determinism was such that he looked 
for the hereditary and organic factors. 
These concepts have, of course, been im- 
plicit in the psychosomatic movement from 
the beginning. Cobb, for example, has re- 
peatedly underscored them. Taken with full 
seriousness, however, they indicate how 
enormous the task is and how we are only 
at the threshhold of understanding. Each 
of the disciplines involved is developing. 
With each exploration one is confronted 
with the problem of obtaining basic data. 
For example, in the study of the relation- 
ship of sexuality to seizures, the investiga- 
tors were confronted with the fact that noth- 
ing was known about the distribution of 
seizures during the menstrual cycle; little 
was known about the normal EEG during 
the phases of the menstrual cycle; and that 
nothing was known about the endocrine 


status and hydration of epileptics during the 
menstrual cycle. It was necessary to obtain 
these base-line data before one could even 
begin to evaluate the role and degree of 
participation of psychology in the produc- 
tion of seizures. 


The physiology that is useful and essential 
to basic research is only now beginning to 
be developed. Engel has pointed out the need 
for a new physiology and observes that there 
is as yet no physiology of the mother-infant 
symbiotic unit, of object relationship, of 
separation, of grief and depression, and of 
love. Classical physiology was based largely 
on the study of physiological processes and 
systems in isolation from the human envi- 
ronment, and from the mind, particularly 
the unconscious. Donnes’ statement that no 
person is an island unto himself is equally 
applicable to physiological processes. We 
have witnessed a great advance in neuro- 
physiology in the last 10 years since tech- 
niques were developed for studying animals 
and humans whose nervous systems were not 
isolated by anesthesia. The union of new 
concepts of physiology and new techniques 
have yielded such fine results, for example, 


as McLean’s concept of the visceral brain, 
which is Kubie’s point of departure in part 
for his theory of the central representation 
of the symbolic process in psychosomatic 
disorders. 


We still largely lack this basic physiology. 
This lack is particularly regrettable in the 
study of the neonate. One of the most 
promising fields of study is the long term 
multi-disciplinary observation of infants and 
children beginning with the primiparous 
mother, such as is being undertaken by 
Pavenstedt and Saunders. A _ longitudinal 
study of this type which covers the life span 
of the subjects involved could be decisive 
for our understanding of health and disease, 
for our ability to make predictions, and for 
our ultimate therapeutic hopes. 


There are two types of data, for example, 
in physiology alone which are absent. First, 
we know few of the physiological norms 
which are essential in the study of the 
neonate. Unless we know these norms and 
possess measurable indices which allow us 
to assess their range and possible deviations 
in the neonate, we cannot, at a later period, 
evaluate the full meaning of pathophysio- 
logical deviations. The contribution of 
Mirsky, in respect to pepsinogen, gastric 
function and duodenal ulcer illustrate the 
type of data which we should have in respect 
to every disease. Mirsky’s work may be the 
paradigm for the answers that we should 
ultimately obtain about all diseases including, 
of course, the neuroses, psychoses, and neo- 
plasms. This type of physiological compli- 
ance, concurrence, vulnerability, or potential 
for psychic activation, is a major step to- 
wards the physiological answer to the ques- 
tion of the choice of disease. 

There is, however, a second order of 
physiological data about which we are also 
still largely in ignorance. Investigator after 
investigator recently, after the most scrupu- 
lous psychological exploration, including the 
psychoanalytic, has mentioned that he does 
not know why this or that organ or system 
has been selected for this disease process. 
These investigators have almost invariably 
added that further knowledge must come 
from the study of the intermediate proc- 
esses, the intermediate physiology, the mech- 
anisms of conduction and transmission be- 
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tween psychic stimuli and terminal tissue, 
organ or system response. Pepsinogen, for 
example, is a measure of gastric secretory 
activity. But, it is not known whether it is 
a local process or response to stimuli or to 
physical-chemical processes in the central 
nervous system, the neuronal net, the visceral 
brain, or some intermediate area. From a 
comprehensive psychosomatic point of view 
these data, and techniques for measuring 
these data, are relevant. 

Even if we possessed these physiological 
data, we would still be guilty of an oversim- 
plification. Adaptation does not begin at 
birth but is already well advanced; birth 
represents only a stage in the adaptational 
process. Greenacre and others have stressed 
the importance of intra-uterine experiences. 
Green, through a study of diseases of the 
reticulo-endothelial system and his analysis 
of psychosomatic process and the meaning 
of environment, has introduced the profound 
concept of an umbilical level or organization. 
At some time in the future, the adaptational 
tasks and physiology of the embryo and 
foetus may prove to be the nuclear area of 
psychosomatic research. 

The psychosomatic movement represents 
in theory the reintegration of psychology 
with biology, and in practice the reintegra- 
tion of psychiatry with medicine. The basic 
theoretical frame is found historically in the 
work of Artistotle whose writings were an 
extension of his biological point of view to 
all fields of knowledge, and more recently 
in the total concepts of Freud. The full 
meanings of psychosomatic medicine are 
now seriously recognized and are reflected 
in current studies. Mind is the highest 
level of integration in the adaptative proc- 
ess. Its nature is determined, however, 
not simply by its own autonomous activity, 
but by heredity, by environment, by its inti- 
mate connection with the central nervous sys- 
tem, and by the physiological activities of 
the body, which, in turn, are influenced by 
it. Since the determinants of the nature 
and functioning of the human organism are 
multiple, the general causes of health and 
disease are multiple. A comprehensive study 
and understanding of multiple causes mean 
a multi-disciplinary approach. This involves 
a collaboration of specialists from individual 
disciplines, each with his own appropriate 


conceptual categories and methods of inves- 
tigation. Their most difficult task is to de- 
termine quantitatively and temporally, not 
just the contributions of each field, but 
the degree, directions, and mechanisms of 
interaction of the phenomena which they 
are mutually studying. The subject matter 
is all health and disease. 


DISCUSSION 


Georce L. Encer, M.D. (Rochester, N. Y.).— 
I agree with Bandler that all organic disease falls 
into the area of psychosomatic medicine and my 
remarks apply only to disorders with demonstrable 
tissue alteration, and not to the more purely psycho- 
logical disorders. 

Bandler’s statement that “the mind rules over the 
body” is correct but incomplete. The mind does 
rule over the body in many ways, but it also has 
a measure of independence from the body. A host 
of psychic processes, conscious and unconscious, 
may go on without any, or perhaps only minor, 
reflection in the rest of the body, as psychoanalytic 
theory postulates. Most psychosomatic theories as- 
cribe somatic changes to a deleterious influence of 
psychic processes on the periphery. While there 
are situations where, because of lowered thresholds 
in tissue, this may be valid, I suggest that patho- 
logical changes in the tissues may also develop 
when certain influences of mind-brain are with- 
drawn, reduced, or altered. Such an idea develops 
logically from the empirical observations of separa- 
tion and depression as a precondition for illness 
and from the significance of object loss for the 
maintenance of ego function. It assumes that the 
healthy person remains healthy by virtue of the 
effective integrative influence of mind-brain on the 
rest of the body and that in the development of 
pathologic tissue change, the reduction of such a 
regulating influence, rather than the imposition of 
a deleterious influence, may be more important. 
Such a concept is a logical development from 
Freud’s last instinct theory. 

I want to emphasize that separation-depression 
may be a necessary but not a sufficient condition 
for the development of organic disease. The other 
determinants are almost certainly biological. Sep- 
aration-depression may influence when disease de- 
velops, but not what disease. 


Norman Q. Britt, M.D. (Los Angeles, Calif.). 
—Dr. Bandler has presented a very thoughtful 
paper on the current concepts of psychosomatic 
disorders and emphasized how much remains to be 
learned not only about psychic and physiological 
mechanisms that are involved, but about inherent 
biological differences between individuals that are 
present from birth and their inter-action with psy- 
chological factors. 

I cannot see how the assumption that each and 
every psychic perception and each reaction to such 
a perception has a somatic representation (which 
may be no more than subtle changes in brain cells) 
must necessarily discourage research on multiple 
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causality. If anything it may lead to methods of 
quantifying psychic phenomena that now defy meas- 
urement. Instinctual drives have their origin in the 
biological organism; without a soma there would 
be no psyche. I believe that it is in this sense that 
some make no distinction between mind and body. 
This concept does not do violence to, or repudiate 
the concept of psychogenesis of some diseases. 
Psychic stress ultimately has biologic roots. It 
threatens to disturb homeostasis or is perceived as 
a threat to the intactness of the organism and its 
ability to survive and reproduce, even though the 
possibility may be remote or without realistic basis. 
Oedipal conflicts, castration fear, narcissistic con- 
cerns and mood disturbances, all have implications 
which are biological. A unitary concept does not 
necessarily imply any inability to distinguish be- 
tween psychic and other types of stress, or to place 
different and varying degrees of emphasis on the 


role of different types of stress in causing disease 
or maladjustment. 

The physiological concomitant (in the brain) of 
perception, emotion, or conflict, which Alexander 
refers to, may produce secondary effects on other 
brain centers, perhaps in the hypothalamic pituitary 
axis which in turn may be reflected in alterations 
in bodily organ functions. It is in this sense that 
he suggests that the mind rules the body. There 
is no attempt here to deny psychologic causality of 
disease. 

A chronic emotional disturbance can result in a 
continuing altered physiology of the brain and 
secondarily of some specific organ. There is much 
to suggest that the brain itself may be an end organ 
too that participates in these secondary effects of 
emotional disturbances and that schizophrenia may 
indeed be a psychosomatic disease as has been sug- 
gested by Arieti. 
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THE CORRELATION OF BILATERAL OCCIPITAL SLOW ACTIVITY 
IN THE HUMAN EEG WITH CERTAIN DISORDERS 
OF BEHAVIOR 


ROBERT COHN, M.D., ano JOHN E. NARDINI, Captain, MC, U. S. NAVY 2 


For the past several years we have ob- 
served that some individuals with aggres- 
sive social behavior showed a consistent 
brain wave pattern. In this report we will 
present details of this pattern together with 
the characteristics of the individual wave- 
forms. Furthermore an attempt will be made 
to show a possible developmental history of 
this abnormal electrical activity. 

Figure 1 is representative of the basic 
EEG pattern and the individual waveforms 
that have been correlated with aggressive, 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 National Naval Med. Center, Bethesda, 14, Md. 


nonconforming clinical behavior in our ma- 
terial. The electrical output consists of slow 
activity in each occipital derivation. Often 
this slow activity is bilaterally synchronous ; 
frequently however the slow output on either 
side may predominate. The individual wave- 
forms are complex in contour. Because these 
complex wave forms may be reconstructed 
by the combination of several even sinusoidal 
harmonics we have designated them as com- 
plex sinusoidal in form. 


Case 1.—This boy was 23 years of age; he was 
one of 5 children. In early life he was a stutterer. 
In the 12th grade he impulsively left school follow- 
ing an argument with his father, but at a later date 
he worked with his father as a construction laborer. 
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' The patient enlisted in the Navy against the wishes 
of his father who realized that his son could not 
tolerate taking orders. He married in 1953, shortly 
prior to overseas duty. Upon return to his home 
he was unable to relate to his wife and as a result 
divorce proceedings were instituted. After a series 
of adaptational difficulties, including alleged black- 
outs, he was diagnosed as “emotional instability re- 
action” and was recommended for discharge from 
the Service. While awaiting final disposition an- 
other series of unwitnessed blackouts was reported. 
These latter complaints led to his admission to the 
USNH, Bethesda, Md. Here the patient was a 
bragging, irritable, demanding, threatening, con- 
temptuous person. He projected all blame for his 
misconduct on others. The related unconscious epi- 
sodes were specifically denied in communications 
from previous stations. His stories of numerous 
severe illnesses of his mother and father also were 
not substantiated. While in the hospital he went 
absent without leave on two occasions. It was ob- 
vious from historical and behavioral data that the 
patient manifested evidence of life long maladjust- 
ment with overtones of hostility, hypercritical atti- 
tude, unacceptable aggression, pathological lying 
and inability to cope with minor stress. 


In the following material we will en- 
deavor to show, by means of categories of 
patients, that the bi-occipital slow wave out- 


put observed in certain disorders of be- 
havior may be a continuous development of 
the abnormal bi-occipital slow wave activity 
observed in the records obtained from chil- 
dren. Children’s records have a basic char- 
acteristic such that paroxysmal activity, when 
present, predominates in the occipital re- 
gions. With increasing age the occipital 
locus of slow activity loses it dominance and 
the frontal and temporal areas become more 
active sites of electric abnormality. 

Figure 2 shows excerpts of the record of 
a child who was subject to seizures. Here 
the EEG is marked by a high voltage slow 
output primarily in the occipital derivations. 
The individual wave-forms are of relatively 
smooth contour, but are asymmetrical in 
configuration. Generalized 3 per second 
spike-dome activity was transiently observed. 


CAsE 2.—This patient was a bright, alert 7-year- 
old girl. She was a good student in school. She 
had had two episodes of unconsciousness. In the 
first seizure she was found scribbling on toilet paper 
in the bathroom. Although this automatic activity 
was forcibly terminated in a short time, she did not 
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regain awareness of the environment for nearly 45 
minutes; somnolence succeeded the attack. The 
second seizure also occurred in the bathroom. This 
time she sat and stared as she fumblingly went 
through the action of dressing herself. She was 
unable to respond to any externally applied stimu- 
lation. Each seizure was terminated by vomiting. 
All other neurological testing elicited no abnormal 
findings. 

Case 3.—A 64-year-old boy subject to convulsive 
seizures. These spells were described as “trances” ; 
they had recently increased in frequency. Long se- 
quences of high voltage 3 per second activity domi- 
nated the interseizure record. These slow waves 
were limited to the homologous occipital regions of 
the head. At times this slow activity merged with 
generalized volleys of approximately 3 per second 
spike-dome discharges. A seizure observed at the 
time of examination consisted of staring in forward 
gaze with complete body fixation; no eyelid or upper 
extremity movement was recognized. During the 
seizure he was unresponsive to any externally ap- 
plied stimulation. 

On examination he was unable to read or to 
write. Although he could not copy lines having 
symbolic value, with a pencil, he was able to copy 
complex geometrical forms with match sticks. 
Spontaneous picture drawings, and copied pictures, 
were distorted. All of this was in striking contrast 


to his ability to discuss birds and incidental envi- 
ronmental objects. He was unable to differentiate 
right from left; and showed a strong rostral domi- 
nance in double simultaneous sensory stimulation. 
The seizure activity was terminated by luminal 
medication. Six months after the above testing the 
boy had made long strides in the use of graphic 
symbolic material. 


Another example of this type of electrical 
activity was observed in a 10-year-old girl 
with atypical seizures, (case 4, figure 4). 
In this patient the occipital EEG pattern was 
of a hypermodulated type with alpha fre- 
quency waves superimposed on 300 to 400 
millisecond oscillations. At times the indi- 
vidual slow waves were observed without 
superimposed alpha frequency waves. 

Case 4.—Since the age of 5 years, whenever she 
sustained any physical hurt, such as falls or unsus- 
pected blows to her person, she lost consciousness 
with a pitching forward action of her body. The 
force of the pitching motion was sufficient to frac- 
ture her teeth on one occasion. No clonic activity 
and no visceral incontinence were reported. No pal- 
lor, sweating or other syncopal phenomena were 
recognized, Recently she had experienced such epi- 
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sodes when venipuncture was attempted, or even 
when sitting in the dentist’s chair. The mother be- 
lieved that the child, although outwardly quiet, has 
a very high temper that she keeps to herself. The 
general neurological examination disclosed no gross 
lesions of the central nervous system. A younger 
sister had a single febrile convulsion. 


Figure 5 is representative of a patient with 
seizures associated with disordered behavior. 
The EEG was characterized by variable 
length sequences of 34 per second waves 
primarily in each occipital derivation, more 
prominent over the right cerebral hemi- 
sphere. Sixteen to 18 per second waves were 
also prominent over the homologous frontal 
and temporal regions. 


Case 5.—The patient was 104 years of age at 
the time of this recording, but he had been under 
observation here since the age of 34 years. He was 
originally referred because of unusual stubbornness, 
resistiveness to orders, and gross inability to get 
along well with other people. At the age of 24 years 
it was reported that he had a nocturnal seizure. At 
the age of 64 years the patient had a series of left- 
sided nocturnal seizures. One such episode was 
witnessed during a natural induced sleep recording. 
At the age of 8 years the patient was continuing to 


have left-sided seizures at the rate of around one 
per month; but he was again referred primarily be- 
cause of antisocial behavior. He seemed to gravi- 
tate to “bad” company: and the mother indicated 
that he would steal “anything”; and that he lied 
“all the time.” 

He had developed into a thick, stolid person. He 
apparently was unable to behave properly at home 
or at school. His general learning ability appeared 
to have diminished. At school he was either re- 
peatedly truant, or when present a disturbing influ- 
ence on the other students. The mother stated that 
the boy was involved in numerous fights. No sei- 
zures had been observed for the past 2 years. He 
was receiving no medication at the time of record- 
ing. He was said to have nocturnal enuresis 2 to 3 
times per week. 


Figure 6 is representative of a primary 
behavior disorder in a child. The EEG 
showed many isolated and short sequences 
of complex-formed 150 to 350 millisecond 
waves, particularly over the right occipital 
derivation. Scattered slow waves were also 
seen throughout the tracing. 

Case 6.—This patient was 74 years of age. He 


was referred by the teacher because of impulsive, 
aggressive behavior in school. He was uncontrol- 
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lable: he abided by no rules of the class. He pushed 
other children about, even threatening to kill one 
boy: when angry he broke the classroom windows. 
There were also complaints that he had difficulty 
in learning. The father, who accompanied the pa- 
tient to the examination was very protective of the 
boy. He felt that all of the reported behavioral dif- 
ficulties were due to misunderstandings between the 
boy and the teachers: “The teachers don’t under- 
stand him” and that this was all much disturbance 
about trifling matters. Despite these feelings he 
agreed to have psychiatric guidance so that the 
child could reenter the school from which he had 
been barred. At this time the father also reported 
that the patient talked in his sleep and that he had 
sommambulistic tendencies. 

On examination the boy was physically attractive 
with an adult manner of speech. He wrote with 
the left hand. He formed letters from right to left, 
but no strephosymbolic productions were recognized 
in formal testing. He exhibited a good vocabulary ; 
he was able to print and to read words. Other 
neurological testing revealed no abnormality. 


Case 7.—Figure 7 was from an 18-year-old pa- 
tient who was referred because of questionable short 
intervals of unconsciousness which recurred ap- 
proximately once per month. He believed that he 
had fallen to the floor on one occasion. At the 
time of examination he had been in the service for 
7 weeks. He stated that “I can’t stand it” because 
“I can’t do what I want.” He felt that everyone 
“pushed him around,” and that they made unreason- 
able demands on him. On the ward he was irritable 
and indicated that he felt like hitting everybody 
who talked with him; but to date he had been 
able to keep himself under control. He admitted 
that he liked to get into fights for no apparent 
reasons. He was of small build, but said that he 
had been a star in high school football; but that 
he did not finish high school because of failures in 
certain of his subjects. As a boy he used to have 
“fun” torturing small animals by burning them. 
As he described such activities he seemed pleased 
with himself and in no way remorseful or penitent. 
Neurological testing revealed no abnormal findings. 
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The EEG pattern showed isolated com- 
plex-formed, approximately 250  milli- 
second activity primarily in each occipital 
derivation ; sometimes this slow activity was 
more prominent over the left side. No 
paroxysmal activity was recognized. 


Case 8.—Another patient was a serviceman aged 
19 years who was admitted to the hospital after 
being awakened in his car which was parked a short 
distance from the Base. At that time he appeared 
disoriented for a time and confused as to his 
whereabouts. He had been 17 hours overleave; al- 
legedly he had slept 36 hours without awakening. 
Review of his social development showed that 
from the oth grade in school he had experienced 
ever increasing difficulty with comrades and su- 
periors. By pleas, threats and perseverative agita- 
tion he had usually managed to secure his own 
way when conflicts with authorities arose. 

During service schooling he became deeply in- 
volved with two girls. To cover his peripatetic dat- 


ing he invented a twin brother. He presented him- 
self as a Government Intelligence Officer, and his 
father as a high ranking Naval Officer. These 
fabrications were disclosed through investigation by 
the parents of one of the girls. At his first duty 
station he experienced a sense of confinement, and 
a feeling that others were imposing upon him. He 
was repeatedly in trouble because of sleeping on 
duty. He began to avoid the Base and was found 
sleeping in adjacent parking lots. 

Hospitalization did not alter demanding behavior. 
He resisted conforming to any routine by refusing 
to arise from bed at proper times and by surliness. 
It was determined that this patient had a basic per- 
sonality disorder characterized by obstructionism, 
resentfulness, avoiding maneuvers and marked in- 
ability to tolerate demands or to accept responsi- 
bility. 

The EEG showed slow activity predomi- 


nantly in each occipital region. The slow 
activity was of a complex-form and around 
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200 to 500 milliseconds in duration. With 
hyperventilation the prominence of this bioc- 
cipital slow activity was accentuated. 


Case 9.—Figure 9 is from a patient who sus- 
tained a severe head injury on October 29, 1955, in 
an automobile accident. On admission to the hos- 
pital a few hours after the accident, the level of 
consciousness was only that of withdrawal from 
noxious stimuli. The right upper and lower ex- 
tremities were paretic. Bilateral Babinski signs 
were elicited. The spinal fluid was grossly bloody. 
Five months after the injury, (at the time of the 
EEG test), a mild right hemiparesis was still 
evident. This patient had a past history of heavy 
alcoholic intake. He was under the influence of al- 
cohol at the time that he lost control of his car 
and collided with a stationary vehicle in a parking 
area. Although he injured 3 individuals in the acci- 
dent he showed no remorse; he only indicated that 
he could now be retired and would happily not be 
able to return to his former duty station, That this 
type of irresponsible behavior was hardly the result 


of the most recent head injury was attested by the 
history of previous accidents while speeding, by al- 
coholism and by his previous school maladaptation. 
Psychological studies at the approximate time of 
the EEG test were reported to be compatible with a 
“personality disorder.” 


There was bioccipital slow activity in his 
EEG pattern. The waves were of complex 
form and roughly 300 to 500 milliseconds in 
duration. The amount of this slow activity 
varied from time to time and was occa- 
sionally more prominent over the left occiput. 


Case 10.—Figure 10 was obtained from a 23- 
year-old man who from the age of 15 years had 
had a total of 8 serious car accidents, with 5 re- 
sulting in complete wrecks. He indicated that he 
had been arrested several times for being drunk 
and for speeding. He was forced to leave two dif- 
ferent high schools, one for truancy, the other be- 
cause of stealing a gun. His college career was 
terminated in the first semester when he was found 
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in a motel with a teen-aged girl. Following this 
difficulty he worked with his father, but because of 
many conflicts gave this up and joined the Service. 
At the Training Camp he sustained a court martial 
because of neglect of duty. He maintained a gcod 
record after this for about one year at which time 
he was charged with armed robbery of a gas sta- 
tion. In that the defense pleaded “temporary in- 
sanity” he was admitted to the hospital for study. 
During the neurological examination he indicated 
that each time he got into trouble he vowed he 
would never let “that” happen to him again. He 
stated that he kept each vow, but the trouble was 
that new things always seemed to happen. The 
other elements of the clinical examination were all 
within normal limits. 


The EEG obtained from this individual 
was characterized by isolated complex 
formed slow waves in each occipital deriva- 


tion. These were sometimes synchronous 
over the two cerebral hemispheres. In this 
case, the occipital alpha frequency waves 
also showed a decreased amplitude modula- 
tion. 


DISCUSSION 


Bi-occipital slow wave activity was ob- 
served in approximately 14% of 1,800 con- 
secutive (Table I) unselected referred pa- 


TABLE I 
Series A 
Referred patients (6.5 to 25 years). 1800 
Patients with bioccipital slow waves. 252 (14%) 


Series B 
Consecutive psychiatric admissions 
(17 to 50 years) 
Patients with bioccipital slow waves. 


9 (7%) 


| SECOND 


30 


ry 
128 
‘ 
. 
| 
; 
te 
> 
si 
Fic. 10 
. 


1958 ] ROBERT COHN AND JOHN E. NARDINI 53 


tients, (Series A) between the ages of 64 
and 25 years of age. In a subsequent com- 
pilation (Series B) using consecutive hos- 
pital admissions on the psychiatric service, 
ranging in age from 17 to 50 years, bi-occi- 
pital slow activity was encountered in 7% 
of the patients studied. When in this latter 
series the age groups were matched with 
those of the referred patients, the percentage 
was estimated around 11%. Seventy-five 
per cent of the first group of referred pa- 
tients with bi-occipital slow activity showed 
varying intensities of aggressive clinical be- 
havior. 

The individuals between the ages of 64 
and 17 years were observed to have diffi- 
culty in school adjustments, play and other 
social functions. The primary difficulties 
consisted of unruliness, hyperactive play, 
strong sense of acquisitiveness, failure to be 
considerate of their associates, and inability 
to respond appropriately to their supervisors. 

Between the ages of 17 and 25 years a 
more overt aggressive attitude was manifest. 
This consisted of truancy from school, un- 
authorized liberty from Naval duty, need 
of excessive stimulation such as drag rac- 
ing and highway speeding, sexual hyperac- 
tivity and a general rebellion against au- 
thority figures. 

Approximately 20% of the patients of 
our series who presented similar aggressive 
clinical adaptational attitudes did not show 
the electrical abnormality under discussion. 
It may be that the latter patients were react- 
ing with social aggression as the result of 
interpersonal behavior patterns acquired 
during a critical period of character forma- 
tion. Whereas those who do exhibit bi- 
occipital slow wave activity may represent 
a more pathophysiological process in which 
the aggressive behavior is initiated, or influ- 
enced by the intrinsic brain disturbance. 

In normal control studies we have ob- 
served the pattern of bi-occipital slow wave 
activity in a small number of individuals. It 
was of interest that several of these indi- 
viduals were basically aggressive, but in a 
socially acceptable way. In their own milieu 
these subjects presented high level qualities 
of leadership. 

As a therapeutic test, a number of the pa- 
tients in the unselected series were given 14 
grain doses of sodium dilantin 3 times per 


day. In general, for a short time, particu- 
larly in the younger age group, these indi- 
viduals seemed to behave in a more normal 
way. But in no instance was a true remis- 
sion of the observed disordered clinical be- 
havior accomplished by medication. More- 
over, the EEG patterns were not altered by 
medication. This of course was in marked 
contrast to the general experience with the 
“epilepsies.” 

Cases such as our number 9 pose an im- 
portant medico-legal problem in that it is 
necessary to establish whether the abnor- 
mality existed prior to brain injury. In our 
particular case the history pointed to a pri- 
mary disorder of behavior prior to the brain 
injury and consequently we inferred that 
his abnormal brain activity predated the 
trauma. 

In 1949 Cohn(1) described much of the 
primary data presented in this communica- 
tion. At that time however more emphasis 
was placed on the unmodulated alpha fre- 
quency activity than in the present study. 
As our experience has accumulated it has 
become evident that the slow, complex- 
formed bi-occipital waves were the domi- 
nant recurring characteristic that could be 
correlated with the disorders of behavior. 

Pampiglione and Cobb(2) reported occi- 
pital saw-tooth waves which were obtained 
during the opening of the eyelids. Although 
the wave forms described seem grossly simi- 
lar to those presented in this work, the fact 
that open eyelids were a necessary condition 
for the observed saw-tooth wave function- 
ally differentiated the two phenomena, An- 
other differential point was the average 
shorter duration (200 milliseconds) of the 
saw-tooth waves. 

Grossman(3) has written of episodic 
bursts in the post-rolandic derivations that 
were correlated with aggressive behavior. 
The distribution of these bursts was more 
widespread, and the wave-forms of a differ- 
ent configuration, than the complex waves 
of our material. , 

The fact that abnormal bi-occipital slow 
activity was so prominent in records ob- 
tained from the younger patients seemed to 
suggest that the occipital slow waves in the 
adult may be representative of an “unma- 
tured” brain physiology in the individuals 
with clinical disorders of behavior. A simi- 


4 

ve 

3 

a 


54 BILATERAL OCCIPITAL SLOW ACTIVITY IN THE HUMAN EEG 


[July 


lar interpretation was applied by Hill(4) in 
his study of the so-called “posterior tem- 
poral focus” of electric abnormality. In fact 
Hill believed that one might classify the 
electric abnormalities observed in episodic 
behavior disorders into maturational defects 
and homeostatic phenomena. This classifica- 
tion seems roughly useful; but in many of 
the epileptic patients in our work no sharp 
line between the two categories could be es- 
tablished, since the homeostatic and matura- 
tional processes were interminably coex- 
istent. Irrespective of the classification of 
the bi-occipital slow activity, the important 
point is that in both the epileptic child and 
the aggressive patient there is a continuous 
thread of focal electrical abnormality. 

As in Hill’s work(4) we have found that 
the complex occipital slow activity is some- 
times sensitive, in a way similar to that of 
the occipital alpha output, to opening and 
closing the eyelids. In our own work also, it 
appears that the complex occipital slow ac- 
tivity has a distribution that corresponds 
grossly to that of the occipital alpha activity. 

However the unequivocal presence of bi- 
occipital slow wave activity in the epilepsies, 
and in a variety of other clinical neurologi- 
cal entities, invites the suggestion that the 
appearance of the bi-occipital slow activity 
in the disorders of behavior is an indication 
of disturbed brain function. Consequently 
the aggressive behavior, in selected patients, 
appears to be the conditional response of a 
disordered brain to the exigencies of inter- 
personal experience. 
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DISCUSSION 


W. T. Lrserson, M. D. (Northampton, Mass.) .— 
In the past, frontal and particularly temporal ab- 
normalities were most generally considered and a 
more adequate consideration of the occipital lobes 


dysfunction is certainly timely. Doctors Cohn and 
Nardini describe complex waves in young psycho- 
paths and relate these abnormalities to the high in- 
cidence of the initial occipital dysrhythmia in chil- 
dren including those with an overt epileptic dis- 
order; the incidence of occipital abnormalities in 
children was recently stressed by Doctor Gibbs. 

The problems under consideration are: 1. whether 
or not this pattern is specific for the type of abnor- 
mal personality as described by the authors; 
2. whether this pattern is an expression of imma- 
turity; 3. whether it expresses an epileptogenic 
process; 4. whether these findings demonstrate a 
specific functional significance of the occipital lobes 
and related structures in the genesis of such be- 
havioral and finally ; 5. whether, in their own words, 
“it is a conditioned response of a disordered brain 
to the exigencies of interpersonal experience.” 

The paper is most stimulating, although I am 
sure that the authors realize more than any of 
us that further studies will be necessary to bring 
definite answers to these questions. In children, the 
described pattern is a common finding. Only when 
the incidence of this pattern reaches a certain level 
in a particular child do we feel that it is a sign 
of abnormality. Unfortunately, more quantitative 
studies are needed to evaluate this critical level. 
On the other hand, I wonder whether in children 
it has specific relationship to aggressiveness as it 
is found in many patients with severe headaches or 
mental retardation. In view of the commonness of 
this finding in children, its significance as a sign of 
immaturity in adults is justifiable. However, many 
other EEG indices of immaturity may be pres- 
ent; such as, more anteriorly located theta rhythms 
which Doctor Gastaut recently related to the per- 
sonality characteristics analogous to those de- 
scribed here. Because of the commonness of this 
pattern in non-epileptic children, I am reluctant to 
accept its epileptic nature. 

I do feel that the presence of the occipital dys- 
rhythmias in mental patients has been underesti- 
mated and I congratulate Doctors Cohn and Nar- 
dini for bringing this problem to the surface once 
again. I have presented in the past my own material 
relative to the high incidence of occipital dys- 
rhythmia in mental patients over 40 years of age. 
Then it appeared as a sign of involution. It does 
not correlate at that age with psychopathic tend- 
encies and does not have a complex configuration. 
I am most impressed with the statement which I 
quoted above, if by that the authors mean that 
an individual has to adjust himself not only to the 
environment but to his own brain. When the brain 
function is disturbed, his reactions to the environ- 
mental stresses become more inadequate. I wonder, 
however, to what degree his responses are condi- 
tioned by the localization of EEG abnormality. I 
believe that the nature of personal conflicts and 
most particularly, the age at which the breakdown 
of adaptation occurs are the dominant factors deter- 
mining the content of patient’s reactions. 
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In June 1951 a plan was formulated to 
examine the general hypothesis that adreno- 
cortical activities have etiologic importance 
in the development of some schizophrenic 
reactions.* The investigative program was 
undertaken in association with several col- 
leagues at the University of Chicago,‘ physi- 
ologists from the Worcester (Mass.) Insti- 
tute for Experimental Biology® and staff 
members of the Manteno State Hospital of 
Illinois.© The multi-disciplinary character 
of the research will only be alluded to in this 
report which deals almost exclusively with 
clinical findings. It is, however, comprised 
of data derived from: clinical psychiatry ; 
psychoanalytic psychopathology ; experimen- 
tal and clinical psychology ; electroencepha- 
lography ; biochemistry ; and steroid chemi- 
cal analysis of the perfusates from freshly 
removed adrenal glands. Furthermore, the 
work attempts to explore one of the dimen- 
sions of a conceptual model(1) for a re- 


1 Read at the Second International Congress for 
Psychiatry, Zurich, Switzerland, September 1-7, 
1957- 

2 Address: 109 North Wabash Ave., Chicago 2, 
Ill. 

8 This investigation was initiated with a grant 
from the Field Foundation. Major support was 
provided by the University of Chicago through Dr. 
Lowell T. Coggeshall, Dean of the Division of 
Biological Sciences. Since July 1953, the work 
has been carried out with the support of the Men- 
tal Health Fund administered by the Illinois De- 
partment of Public Welfare, Dr. Otto L. Bettag, 
Director. 

#From the Department of Surgery, Charles B. 
Huggins, M.D.; from the Division of Psychia- 
try, Morris A. Lipton, M. D., Ph. D., Roy M. Whit- 
man, M.D., John F. Kenward, M.D., Rex A. 
Pittinger, M.D., Mary Jane Jensen, M.D., W. 
Reed Brockbank, M.D., Brahm Baittle, M.D., 
Imogene S. Young, M.S. W., Allen Kahn, M. D., 
and Catherine Cullinan, M.D.; from the Division 
of Medical Psychology, Ward C. Halstead, Ph. D.; 
and from the Department of Medicine, Delbert Ber- 
genstal, M.D., Ph. D. 

5 Hudson Hoagland, Ph.D., Gregory Pincus, 
D. Sc., and associates. 

6Drs. Richard J. Graff, Marianne Chermak, 
Theodore Tausig, John M. Berry, William J. 
Gallagher, and former superintendent, Dr. Alfred 
P. Bay. Carl C. Pfeiffer, M.D., Ph. D., Professor 
of Pharmacology, Emory University, Georgia, col- 
laborated closely in pharmacological studies since 
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BILATERAL ADRENALECTOMY IN CHRONIC SCHIZOPHRENIC 
PATIENTS: 6 YEARS AFTER’ 


NATHANIEL S. APTER, M.D.? 


search approach to schizophrenic reactions. 

In a preliminary report(2), the following 
considerations were presented to provide the 
rationale for this investigation: a. the as- 
sumption that endocrinological factors are 
of etiologic significance in the development 
of some schizophrenic reactions has neither 
been confirmed nor disproved; b. recent lit- 
erature contains many suggestions that an 
intimate relationship exists among the ad- 
renal cortex, brain metabolism and mental 
functioning; c. the availability of the ad- 
renocorticotrophic hormone and cortisone 
provides increasing opportunities for observ- 
ing the effects of profound changes in the 
internal milieu on personality functions ; 
d. adrenocortical dysfunctions in patients 
with Cushing’s disease are sometimes ac- 
companied by psychotic manifestations which 
disappear following removal of the hyper- 
trophied or tumor-containing gland ; e. dur- 
ing the past decade Hoagland and Pincus(3) 
presented data which suggest there are dis- 
turbances of adrenocortical function in 
schizophrenic patients; f. Huggins and Ber- 
genstal(4) have demonstrated that bilateral 
adrenalectomy followed by partial replace- 
ment therapy in patients with advanced 
mammary and prostatic carcinoma may lead 
to regressive changes of the lesions and al- 
leviation of symptoms; and, g. Apter, Hal- 
stead, et al.(5) have described a method for 
comparing pre- and post-operative behav- 
ioral patterns in patients with tumors of the 
endocrine glands and for correlating these 
findings with biological data. 

This investigation, therefore, was under- 
taken: a. to test, by multidisciplinary meth- 
ods, the hypothesis that adrenocortical ac- 
tivity is a significant etiological factor in 
some schizophrenic reactions; b. to deter- 
mine by these combined methods, whether 
or not we could separate out from the large 
group of schizophrenic patients those for 
whom certain biological factors are etiologi- 
cally significant from those for whom psy- 
chological factors are crucial ; and, c. to de- 
termine the possible therapeutic efficacy of 
various and varying combinations of adre- 
nocortical steroids. 
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An initial effort was made to locate chronic 
schizophrenic patients who also had cancer 
of the breast or prostate. Over 1,200 back- 
ward patients were screened for the con- 
comitance of these two disorders. All but 
2 of 22 cancerous suspects found were ex- 
cluded as a consequence of associated medi- 
cal diseases. Permission for bilateral adren- 
alectomy was then requested of and obtained 
from the relatives of 4 non-cancerous pa- 
tients who had been hospitalized continu- 
ously for at least 6 years. They had not 
responded with remissive episodes to physi- 
cal or psychotherapeutic measures. While 
their past histories of good social or educa- 
tional adjustments favored the possibility of 
improvement, the statistical chances for 
spontaneous remissions were minimal. Two 
other patients with similar clinical back- 
grounds were included in the study although 
they were not scheduled for surgery. Identi- 
fying data for each patient are presented in 
Table 1. 

On August 14, 1951 a psychiatric unit at 
the Albert Merritt Billings Hospital of the 
University of Chicago was turned over com- 
pletely to the 8 chronic psychotic patients 
who had been transferred from the state 


hospital. For 1 month they were studied in- 
tensively by psychiatric, experimental and 
clinical psychological, biochemical, medical 
and electroencephalographic methods. Dur- 
ing the latter part of September 1951, bi- 
lateral adrenalectomies were performed on 
6 patients: 5 schizophrenic patients, one of 
whom had carcinoma of the breast with me- 
tastases; and 1 paranoid psychotic patient 
with cancer of the prostate with metastases 
to the spine. Two patients, B.Bu. and M.C., 
not adrenalectomized, were given the same 
medication as those who underwent surgery. 
For the first 6 months following the opera- 
tion, each patient was maintained on daily 
partial replacement therapy with cortisone 
(25-100 mgms.) and salt (4 Gms.) q.d. 
Since then, varying amounts of desoxycorti- 
costerone acetate (2 to 5 mgms. q.d.) have 
been added. The female schizophrenic pa- 
tient, L.M., with carcinoma of the breast, 
had been hospitalized continuously since 
1908. She died in July 1956, at age 66, al- 
most 5 years after bilateral adrenalectomy, 
and 8 years after the cancerous lesion was 


7 By Dr. Charles B. Huggins, Professor and Di- 
rector, Ben May Laboratory for Cancer Research. 


TABLE 1 


Duration 
illness 
(1951) 


43: years 
1904 ; 
since 1908. 


14 years Stockyards 


Some identifying 
data 


First hospitalized 
continuously 


worker ; 


Diagnostic label 
in Schizophrenic reac- 
tion; cancer of 
breasts with me- 
tastases. 
Paranoid psychosis ; 


Comment 
Bilateral adrenal- 
ectomy ; died in 
1956. 


Bilateral adrenal- 


15 years 


6 years 


Il years 


12 years 


5 years 


Il years 


married; acute psy- 
chosis after bilateral 
orchiectomy. 
High school; mother 
of 3 children. 
Librarian; mother of 
3 children. 


Musician; chemist; 
unmarried. 


Divinity school  stu- 
dent; unmarried. 


Housewife ; 4 children. 


Model; unmarried. 


cancer of prostate 
with metastases. 


Schizophrenic reac- 


tion; paranoid type. 


Schizophrenic reac- 
tion ; catatonic and 
paranoid features. 


Schizophrenic reac- 
tion; paranoid 
features. 

Schizophrenic reac- 
tion; catatonic 
features. 

Schizophrenic reac- 
tion; bilateral fi- 
broadenoma of 
breasts; aplastic 
anemia. 

Schizophrenic adjust- 
ment; hypoadrenal 
syndrome. 


ectomy ; cardiac 
failure in 1957. 


Bilateral adrenal- 
ectomy. 

Bilateral adrenal- 
ectomy, bilateral 
ovariectomy, 
1952. 

Bilateral adrenal- 
ectomy. 


Bilateral adrenal- 
ectomy. 


Control subject. 


Control subject. 
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BB... 34 M 
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first detected. The paranoid psychotic pa- 
tient, D.C., with cancer of the prostate, was 
discharged from the hospital 8 months after 
the adrenalectomy. He was able to live at 
home with his wife until January 1957 
when, at age 70, he was re-admitted to the 
hospital in cardiac decompensation without 
psychosis. Three months later he was dis- 
charged with provisions for daily doses of 
digitalis, cortisone and DOCA. He died of 
cardiac failure in June, 1957. The other 
4 chronic schizophrenic patients are being 
maintained in good physiological states on 
substitutive adrenocortical therapy in a state 
hospital setting. 

The patients were able to resume ward 
activities a week after bilateral adrenalec- 
tomy. A generalized psychological response 
to the major operative procedure appeared 
almost immediately and lasted approxi- 
mately one month. During this period, de- 
lusional material and bizarre behavior were 
not apparent. The patients had responded to 
the consequences of the adrenalectomy. They 
were primarily concerned with the gratifica- 
tion of their basic biological needs. Inter- 
personal reactions to physicians and ward 
personnel during meal times and when medi- 
cal ministrations were performed were forth- 
right and relatively free from autistic phe- 
nomena. In other situations, not primarily 
designed to care for biological needs, a state 
of heightened ambivalence was observed. 

Patient L.M., whose verbal productions 
were initially almost totally incomprehensi- 
ble, presented non-verbal evidence of this 
intensified state. Prior to the operation, she 
would usually approach a person on the unit 
and fondly take his hand or pat his cheek 
in a playful affectionate manner. If the per- 
son thus confronted would feel threatened 
and attempt to leave her, L.M. would either 
forcibly squeeze the previously tenderly 
held hand or sharply strike the throat over 
the trachea if she had been patting the cheek. 
The positive and negative aspects of the 
ambivalent tendencies were always sepa- 
rated in time and provoked by an experi- 
ence apparently regarded by the patient as 
rejection. In the month following adrenal- 
ectomy, the gentle enfolding of a person’s 
hand was immediately succeeded by forceful 
pressure on the hand; the patting of the 
cheek was the first part of the rapid motor 
pattern which ended with a painful slap 


across the throat. 

Similarly, patient D.C. was accustomed, 
preoperatively, to recite religious parables to 
communicate indirectly mixed feelings to- 
wards his wife and the doctor. He utilized 
Biblical stories to request small favors from 
his physician. During the early postopera- 
tive period, he directly expressed desires that 
his wife visit him more frequently and then 
immediately talked about her in a hostile 
fashion. He was simultaneously demanding, 
critical and propitiating towards the physi- 
cian. The schizophrenics’ struggles between 
the desire for and the fear of establishing 
emotional relationships were evident pre- 
operatively. In the immediate postoperative 
period, however, verbal and non-verbal be- 
havior revealed the primacy of the ambiva- 
lent tendencies. 

The clinical state of heightened ambiva- 
lence was succeeded, in 4 patients, by a 
phase of temporary reversal of behavioral 
patterns. Patient B.B., a passive, submis- 
sive, propitiating catatonic male, expressed 
feelings of rage openly and was occasionally 
combative. Patient B.S., a hyperactive pro- 
vocative paranoid male with an impaired 
sense of identity, began to have alternations 
in mood varying from mildly depressed re- 
actions, with recovery of identity, to hypo- 
manic episodes with loss of self-identifica- 
tion. Patients D.C. and L.M. showed 
changes which also suggested that various 
defense mechanisms, especially reaction- 
formation, were being alternately utilized 
and abandoned. 

Throughout the 6 year follow-up period, 
the behavioral changes just described reap- 
peared intermittently in less dramatic forms. 
This observation coincides with the usual 
and expected clinical course of chronic 
schizophrenic patients who either receive no 
definitive treatment or who respond mini- 
mally to various modes of therapy. How- 
ever, the 2 phases of behavior observed fol- 
lowing the operation, the state of heightened 
ambivalence succeeded by a temporary re- 
versal of usual clinical behavior through 
abandonment of reaction formations can be 
reproduced in dramatic fashion by varying 
the doses of cortisone in the adrenalecto- 
mized patients. 

During 1953 when compounds F, S and 
B became available, these drugs were gradu- 
ally substituted for cortisone. As the amount 
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of cortisone was reduced, heightened ambiv- 
alence with diminution of autistic phe- 
nomena was noted. After Compounds F, S 
and B were withdrawn and gradually re- 
placed by cortisone, the phase of reversal 
of behavior appeared. The same pattern of 
response emerged in these patients during 
threatened adrenal crisis and its manage- 
ment with increased amounts of cortisone 
and DOCA. There was, nevertheless, no 
appreciable shift in the z non-adrenalecto- 
mized patients who received the same treat- 
ment as the patients whose adrenals had been 
removed. Larger amounts of cortisone (200- 
400 mgms. q.d) did not reproduce this be- 
havioral sequence but tended to exaggerate 
the pathological tendencies already evident. 
For example, 300-400 mgms. of cortisone 
p.d. intensified self-destructive preoccupa- 
tions and self-mutilative tendencies in patient, 
M.L. These observations provide a prelimi- 
nary answer to the problem regarding the 
possible therapeutic efficacy of various and 
varying amounts of adrenocortical steroids.* 
The behavioral changes appear as nonspe- 
cific consequences of profound alterations in 
the internal milieu. They emerge when the 
homeostatic equilibrium is being disrupted 
and continue for a short time after reestab- 
lishment of the equilibrium. 

The 6 year follow-up studies yield pre- 
sumptive evidence that the hypothesis: 
adrenocortical activity is a significant eti- 
ologic factor in some schizophrenic patients, 
is not tenable. During this period, the 
family constellations of the 4 non-cancerous 
bilaterally adrenalectomized, chronic schizo- 
phrenic patients have remained stable. More- 
over, each of the patients has had the con- 
tinuing interest of one or more important 
members of the family. External factors, 
therefore, have been as constant as time can 
allow. Except as mentioned above, no sig- 
nificant clinical shifts have been observed in 
patients, B.B. and B.S. The catatonic male, 
B.B., has not responded in the direction of 
reversibility to the many new drugs that 
have become available during the past 4 
years. Since 1954 when he first started on 
chlorpromazine (50-150 mgms. q.d.), B.S. 
has become less provocative, less exhibition- 


8 In this connection, it should be noted that 3 of 
the 6 patients were known to have active gonadal 
tissue. At times, anti-hormones were used to inhibit 
the steroid productivity in these patients. 


istic, more consistent in matters of self- 
identification and, therefore, more closely 
allied to past identifications. 

Changes in the direction of reversibility 
have been observed in 2 female patients. 


M.L., 44 years old at the time of the operation, 
had a first psychotic episode at 19 years of age and 
was continuously hospitalized since 1936. In that 
year she moved with her husband and 3 young chil- 
dren to a new home in a different city. Here the 
patient developed delusions of observation espe- 
cially in regard to the manner in which she was 
caring for her children, feelings of passivity and 
influence and then withdrew to her room with a 
host of paranoid ideas. After she failed to respond 
to physical forms of treatment she was maintained 
on an untidy, disturbed unit at the Manteno State 
Hospital. When observed in August 1951, she was 
a small, unkempt woman of child-like appearance 
and preoccupied with fantasies of destruction. A 
stereotyped motor act consisted of closing her eyes, 
opening her mouth widely and inserting all of her 
fingers into her mouth. She frequently regurgitated 
food, re-chewed it and then swallowed it. Her only 
intelligible comments were: “Cut my head off” 
and “Cut my legs off.” In 1952 she induced a 
bleeding prolapse of the rectum by persistent and 
forceful insertion of her hand beyond the anal 
sphincter. A suspension operation and repair of 
the torn sphincter was performed at Billings Hos- 
pital.° During the summer of 1953, the patient and 
a young female attendant who was preparing to 
enter a university in the fall, developed a friendly 
relationship. They exchanged few words but 
walked side by side to group activities outside the 
unit. The day after the attendant left, the patient 
requested pen and paper to write her a brief note. 
A few days later she received a cordial reply. For 
the next several months she attended to her per- 
sonal appearance, helped with ward activities, read 
for long periods of time, engaged in an exchange 
of poetry and notes with a slightly older hyperma- 
ternal depressed fellow-patient. Soon thereafter 
she requested to see her husband and mother. By 
1956 she had visited the home which her husband 
had maintained. She effected a superficially friendly 
but guarded reconciliation with her 3 children, now 
fully grown. In early 1957, despite advice to the 
contrary, husband and mother pressed for her dis- 
charge. During the first weeks at home, she seemed 
content to be taken care of. By the fifth week she 
felt impelled to assume household duties. She then 
reacted with delusions of observation and feelings 
of influence as she had 19 years earlier. While she 
has not regressed to her former level, the patient 
now presents the picture of a frightened, suspicious, 
helpless child who protests fearfully, but automati- 
cally complies with requests made by ward per- 
sonnel. 

Patient M.D., a 39-year-old mother of 3, de- 
veloped an acute paranoid schizophrenic reaction in 
1946. When she was observed at Billings Hospi- 


® By Dr. Lester Dragstedt, Professor and Chair- 
man, Department of Surgery, University of 
Chicago. 
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tal in 1951 she was negativistic, withdrawn, doubly 
incontinent and preoccupied with ideas of being 
poisoned. For 4 years after the adrenalectomy she 
persistently retained her feces so that mechanical 
removal of the impacted mass and the accumulated 
fluid behind it was usually followed by an adrenal 
crisis. In 1946, one year after chlorpromazine was 
provided, the retention-phenomenon ceased. During 
the past year, although withdrawn, impassive and 
suspicious she has evinced sporadic interest in her 
husband and growing children. While no essential 
change in the psychopathological process has taken 
place, reversible tendencies are evident. 


These brief accounts of 4 patients show 
that the clinical course of chronic schizo- 
phrenic reactions is not significantly influ- 
enced by total adrenalectomy. Of major im- 
portance is the observation that the reversi- 
ble or remissive potentiality is not interfered 
with as long as adequate substitutive therapy 
is supplied. These findings do not lend sup- 
port to the hypothesis that adrenal activity 
is of etiologic importance. 

The other observations which included: 
medical studies ; biochemical analyses of the 
perfusates of the freshly removed adrenals ; 
microscopic examinations of the removed 
glands; experimental psychological studies 
for frontal lobe functions; and electroen- 
cephalographic studies did not yield differ- 
ences among the patients who have remissi- 
ble tendencies and those who are irreversi- 
ble. Psychodynamic studies, however, did 
provide a lead for distinguishing between 
reversible and irreversible chronic schizo- 
phrenic patients. Reversible states are more 
likely to appear in patients who are actively 
defending against oral incorporative im- 
pulses and who had, at one time, a success- 
ful adolescent homosexual friendship(6). 
The adrenalectomy studies, however, have 
not assisted in separating out from the large 
group of schizophrenic patients those for 
whom certain biological factors are signifi- 
cant from those for whom psychological 
events are crucial. 


SUMMARY AND CONCLUSIONS 


1. Four bilaterally adrenalectomized 
chronic schizophrenic patients have been 
maintained in good physiological states for 
6 years in a state hospital setting. Another 
patient, continuously hospitalized since 1908, 
died ef carcinomatous spread at age 66, 5 
years after the operation. A paranoid psy- 


chotic male with cancer of the prostate and 
metastases was discharged from the hospi- 
tal 8 months after bilateral adrenalectomy. 

2. A generalized, non-specific psychologi- 
cal response to the operation was observed 
in all patients. For one month, bizarre be- 
havior and preoccupations with delusional 
material subsided while the previously noted 
ambivalent tendencies emerged in sharp 
focus. The period of heightened ambiva- 
lence was succeeded by a phase in which 4 
patients exhibited a temporary reversal of 
their usual clinical behavior through aban- 
donment of reaction formations. This se- 
quence of behavior can be reproduced by 
reducing the cortisone level to near thresh- 
old maintenance levels or by providing in- 
adequate amounts of Compounds §S, B or F. 
The sequence is seen in the ordinary clini- 
cal course of chronic schizophrenia. 

3. Bilateral adrenalectomy does not sig- 
nificantly influence the clinical course of 
chronic schizophrenic patients nor does the 
procedure followed by adequate replacement 
therapy interfere with the potentialities for 
remissive or reversible states. 

4. This study does not differentiate pa- 
tients for whom certain biological factors 
are etiologically significant from those for 
whom psychological events are crucial. 

5. The hypothesis: adrenocortical activi- 
ties are significant etiologically in some 
schizophrenic patients, is not supported by 
these observations. 

6. The therapeutic efficacy of various and 
varying combinations of adrenosteroids was 
not observed. 
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OBJECT RELATIONS THERAPY IN SCHIZOPHRENIC STATES ' 
H. AZIMA, M.D., E. D. WITTKOWER, M.D., ano J. LATENDRESSE, M. D.2 


This paper is based on the hypotheses: 
1. that a partial libidinal regression to cer- 
tain fixation points is a feature of all psy- 
chopathological states; 2. that by fostering 
regression beyond these fixation points and 
by gratification of originally frustrated basic 
needs and desires progression may ensue; 
and 3. that both regression and progression 
are facilitated if, for the gratification of 
needs and desires, appropriate primitive ob- 
jects and substitute objects are offered. 

These hypotheses have been applied to 
the treatment of schizophrenic patients. 

The main feature of schizophrenic proc- 
esses, namely withdrawal from and abandon- 
ment of object-relationships and the adop- 
tion of a narcissistic manner of existence, 
may be seen as a defence against anxiety of 
contact with objects which are experienced 
as frustrating and are perceived as danger- 
ous through projective mechanisms. This 
dynamic structure may be understood as 
(a) due to a tendency to return to the stage 
of psychosexual development when the pri- 
mary frustrations were experienced in the 
vain hope of finding gratification, and (b) 
due to a tendency to go beyond this stage 
with the unconscious aim of obviating the 
primary frustrations, i.e., narcissistic with- 
drawal. 

Accordingly it was hypothesized that grati- 
fication of basic needs in schizophrenic pa- 
tients may result in an alleviation of primi- 
tive feelings of anxiety, may lead to an 
abandonment of strongly held fixation points, 
and may at least initiate a progression.* 


1 Presented at the Second International Congress 
of Psychiatry, Zurich, Sept. 1957. 

2From McGill University, Dept. of Psychiatry, 
and Allan Memorial Institute Institute, Montreal. 
Dr. La Tendresse is now at the Dept. of Psychiatry, 
Albany Medical College. 

8 Similar hypotheses have been entertained by 
Sechehaye(3, 4) and Margolin(2) and have been 
applied to treatment procedures by other investiga- 
tors. However, their work differs from that of the 
authors in the choice of the diseases treated (S. 
Margolin’s anaclitic treatment of psychosomatic 
patients), in the concept of the role of the objects 
used and in their systematic application (M. Seche- 
haye’s réalisation symbolique). 
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METHOD 


Three groups of 6 female patients each 
were selected for the study(1, 5). Of the 
three groups, two were made up of severely 
regressed schizophrenics (one experimental 
and one control) and one of moderately re- 
gressed schizophrenics. The severely re- 
gressed patients were all incontinent of urine 
and often of faeces ; some were stool smear- 
ers and stool eaters. They were frequently 
nude and subject to periods of excitement. 
Ten of the 12 severely regressed patients 
and 3 of the moderately regressed patients 
were mute. All had remained refractory to 
any type of treatment and their condition 
had remained unchanged or had deteriorated 
during the last 3 to 10 years. Their aver- 
age age was 35; their average stay in hos- 
pital amounted to I0 years. 

A record was kept of the patients’ be- 
haviour prior to the experiment. The pa- 
tients in both experimental groups were seen 
for an hour 5 times a week over a period of 
6 months. The treatment team consisted of 
a psychiatrist and an occupational therapist. 
The control group received routine occupa- 
tional therapy. 

At each session objects were offered to 
the patients which were identical with or 
similar to those presented to babies, such 
as milk and a baby bottle; mud was offered 
as representative of faeces. The purpose 
was to produce a symbolic miniature infan- 
tile situation in which appropriate feelings 
could be experienced. As the treatment pro- 
gressed objects with decreasing resemblance 
and symbolic proximity to original objects 
were offered. Psychoanalytic interpretations 
were given. Communication with severely 
regressed patients was mostly non-verbal, 
é.g., putting food or milk into a cup which 
a patient had brought to the therapeutic 
session. 

During the first month of treatment anal 
objects were offered to the patients on the 
assumption that the immediate offering of 
oral objects would be either ineffective or 
too anxiety provoking. The objects offered 
were earth, mud, brown clay, cocoapowder, 
cocoa paste, brown plasticine and finger 
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paint. The patients were encouraged to 
smear, to cut and to throw. Paper tearing 
and dart throwing were also introduced. 

During the second and the third month 
of the treatment oral objects and activities 
were added. Patients were fed with liquids 
15 minutes before the end of the session 
and, in two instances, a baby bottle filled 
with milk and with a large hole in the nipple 
was offered. Ball and bean-bag throwing 
were introduced. 

During the last three months of the treat- 
ment the media of previous phases were 
gradually eliminated and replaced by increas- 
ingly structured media. Feeding continued 
during this period associated now with oc- 
casional parties. 

In order of their introduction the media 
used with the moderately regressed pa- 
tients consisted of : rope jumping, doll play- 
ing, listening to music and dancing, work 
with clay and pot making, drawing on a 
blackboard, playing games such as pingpong, 
and colouring of children’s books. The last 
two weeks were devoted to making murals 
depicting activities of emotional childhood 
significance, e.g., a child defecating, eating, 
the primal scene. These scenes were sketched 
in faint outline so as to allow projections 
of suitable fantasy object-relationships. 

The psychiatrist’s attitude in all three 
phases was one of kind permissiveness. He 
tried to convey to the patients that he was 
willing to understand them and to gratify 
their needs. He discussed the verbal and 
non-verbal activities of each patient in front 
of the others. He tried to remain natural 
and spontaneous and did not conceal his 
pleasure or his anger. Acts of violence were 
not allowed; once the psychiatrist had to 
defend himself against an aggressive patient. 


RESULTS 


As far as the results are concerned, we 
shall confine ourselves to 3 areas: improve- 
ment rate, object responsivity and sequence 
of object choice and response. 

1. IMPROVEMENT Rate.—The overall re- 
covery rate was encouraging. In the se- 
verely regressed group, all except one acute 
schizophrenic showed significant increase in 
their reality testing and control in the form 
of considerable social improvement. Incon- 
tinence, stool smearing and eating disap- 


peared from the second month onward. By 
the end of the sixth month, all mute pa- 
tients had begun to communicate verbally, 
and 5 patients could be transferred to a quiet 
ward. Eight months later 3 patients were 
maintaining their recovery and 2 other pa- 
tients responded to EST, which they had 
failed to do previously. A follow-up 3 years 
afterwards showed that only one patient had 
maintained her improvement. 

Good results were obtained in the 6 mod- 
erately regressed patients. One patient could 
be discharged at the fifth month of therapy, 
and 2 others after the treatment period was 
over. Two previously mute patients were 
communicating verbally by the end of the 
treatment ; one of them could be discharged 
later and the other was able to work in the 
hospital. One patient with marked restitu- 
tional activity showed very little change. 
Two years afterwards 3 had maintained 
their improvement outside and 2 inside the 
hospital. 

The control group did not show any ap- 
preciable change throughout 6 months of 
routine occupational therapy. 

2. Osject ReEsponsiviry.—What  evi- 
dence is there regarding the specific effects 
of the objects offered? We believe that the 
response to an offered object can be re- 
garded as specific if the response to it is 
immediate, intense and associated with af- 
fective reaction and/or change in behaviour. 

Typical is the response of a grossly de- 
teriorated patient characterized by almost 
ceaseless, autistic speech in Yiddish. When 
dry soil was offered to her she threw herself 
on to it, buried her face in it, began to sing 
and suprised the observers by speaking Eng- 
lish which she had not done for many years. 
Another example is that of a persistently 
giggling paranoid patient who showed a 
lively interest in cocoa mud, plunged her 
hands into it and began to “play mud” with 
another patient. Shortly afterwards she 
showed a marked decrease in her fearful 
attitude and could allow herself to derive 
pleasure from such activities as throwing 
darts and bean bags. Concomitantly she be- 
gan to communicate verbally and brought 
out material indicating her considerable 
anxiety related to oral destructive fantasies. 

3. SEQUENCE OF RESPONSIV- 
ity.—Moreover, confirmatory evidence for 
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the validity of the hypotheses proposed be- 
fore and in particular for the concept of 
object specificity was derived from the se- 
quence of object responsivity, i.e., from the 
shift of object preference in line with psy- 
choanalytic theory of psychosexual develop- 
ment. 

For instance, a hebephrenic patient, after 
having for some time made mud cylinders 
which looked like faeces, switched to paint- 
ings of cylindrical masses with increasing re- 
semblance to a penis. Concomitantly she fre- 
quently used the word “putzka” which in 
Polish, her mother tongue, means penis. An- 
other hebephrenic patient, during each ses- 
sion, would go once or twice to the clay or 
cocoa powder, smell and touch them, or occa- 
sionally smear her face and then withdraw. 
Interpreting the withdrawal as an anxious 
retreat from objects symbolically too close 
to the original object-faeces, we offered her 
an object assumingly less proximal to the 
original objects, namely brown plasticene. 
She responded immediately ; took it, smelled 
and molded it. After an interpretation of 
clay as frightening pieces of faeces she ac- 
cepted the clay without withdrawal, and a 
behavioural change took place insofar as she 
joined the group and actually served them 
food. Subsequently the evolution of her 
choice of objects was as follows: plasticene, 
with which she made many prehistoric ani- 
mals (interpreted to her as the projection 
of her internal monsters) ; many plasticene 
flowers (interpreted to her as genital offer- 
ings to the therapist) ; finger painting ; clean- 
ing the blackboard; colouring of children’s 
books. Her response to sketches in murals 
was interesting and appeared to retrace her 
genetic development: first she painted two 
red apples, then she completed the sketches 
of the defecating little girl, afterwards she 
coloured the silhouette of a nude woman to 
whose breast she paid particular attention, 


and finally she painted a nude man and a 
banana. 


DiscussiON AND CONCLUSIONS 


The experiments described in this paper 
were undertaken to test the hypothesis that 
gratification of frustrated infantile needs by 
appropriate objects in some schizophrenics 
may be helpful in initiating a progression 
and ego-reorganization. This was achieved 
insofar as the majority of the patients 
treated reached a higher level of psycho- 
sexual organization and showed improve- 
ment in interpersonal relationships to such 
an extent as to allow them a fuller life out- 
side or inside the hospital. No “cure” was 
anticipated, attempted or accomplished. 

The objection may be raised that the ob- 
jects offered are almost incidental and that 
the beneficial results obtained are solely due 
to the kind interest taken in previously neg- 
lected patients. To meet this argument at- 
tention should be drawn (a) to the im- 
mediacy and the sequence of object 
responsivity in the examples described, and 
(b) to the absence of change in the patients 
in the control group who received just as 
much attention and mothering but no ob- 
jects for the gratification of basic needs. 
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MIND, MATTER AND BRAIN 
NATHAN ROTH, M.D.! 


The problem of the relationship between 
mind and matter is one of those funda- 
mental issues which has exercised thinking 
people throughout the course of history. 
Theologians, philosophers, physicians and 
others have grappled unsuccessfully with it, 
and their various conclusions have been 
equalled in number and vagueness only by 
the forms in which the question itself has 
been stated. Most endeavors have, however, 
resulted in a non liquet. While the issue is 
ultimately of weighty import to all scholars, 
it is for the physician, and especially the 
neuropsychiatrist, that the matter has seri- 
ous practical significance, and in whom the 
provisionally accepted view of the nature of 
the problem is immediately reflected in ac- 
tion which immanently affects the welfare 
of others. 

The simplest and most unprejudiced state- 
ment of the problem is probably to be put 
in the form: “What is the relationship of 
mind to matter?” From this starting point 
many other relevant questions diverge. Are 
mind and matter different manifestations of 
the same thing? Is mind dependent on mat- 
ter for its existence or is it, as the cleric may 
maintain, a function of the God-given soul, 
which exhibits its attributes independently 
of the body in which it is lodged and through 
which it is expressed? Does mind in and 
of itself produce disorder of function and 
structure of the body, or is such disorder of 
material and physical origin only, bringing 
in its wake a derangement of mind as an 
inevitable consequence of the disorder of 
matter on which it is dependent? 

This unresolved problem is daily reflected 
in the procedures and theoretical formula- 
tions of psychiatrists who, as a consequence 
of the dilemma, are for the most part di- 
vided into two main camps, those who treat 
their patients almost exclusively by psycho- 
logical or mental means, and those whose 
therapy is almost wholly founded on material 
or organic procedures directed to matter, 1.¢., 
the brain itself or the body more generally. 
It is not begging the question to state that 


1 Address: 120,Central Park South, New York 
19, N. Y. 


the error of either approach exists only in 
its being applied exclusively, each with in- 
sistence that the other is wrong, for each 
must have some, but not all, of the truth 
ir. licit in it. 

The forcefulness with which each of the 
two main psychiatric therapeutic orientations 
is espoused by its respective practitioners 
might suggest that a resolution of the mind- 
matter problem is either very close at hand 
or very far removed, but the evidence points 
in the direction of its being nearly within 
grasp and that it could be firmly laid hold of 
if some central feature could be clarified. 
Again it is not begging the question to ad- 
vance the contention that sufficient data are 
available to explain the relation of mind to 
matter were it not for the fact that existing 
scientific viewpoints are defective in a sense 
which prevents the correlation of these data 
in such a way as to produce the required 
understanding. In pursuing this line of 
thought the psychiatrist is but taking a page 
from his own book, for he has had much 
opportunity to see how the repression of 
significant data prevents related facts from 
entering comprehension. 

Now what could be the defect in the mod- 
ern scientific Weltanschauung which has pre- 
vented the resolution of the mind-matter 
conundrum? Schrodinger(1), has pointed 
out that the scientific view of nature now 
employed by mankind has originated exclu- 
sively with the Greeks of the classical period, 
and he quotes Burnet to illustrate the fact 
that science does not exist except insofar as 
the views of the ancient Greeks have been 
adopted and elaborated upon. Our modern 
efforts to understand the events and forces 
of nature have been predicated upon basic 
assumptions which may be erroneous in some 
respects, and whose errors may have been 
fostered by tradition to the detriment of 
understanding which might have been arrived 
at without these preconceptions. 

According to Schrodinger, the ancient 
Greek scientific endeavors were characterized 
by two main principles: 1. the doctrine of 
comprehensibility ; 2. the need to objectify 
the external world. 
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The doctrine of comprehensibility assumes 
that nature can be understood. This as- 
sumption obviously has limits to which it 
can be carried out at any particular point in 
the development of human thought, and it 
may well be that there is an ultimate limit, 
far short of complete understanding, beyond 
which it cannot be carried at all. It may be, 
for instance, that the human brain will never 
be able to fully understand its own function- 
ing, just as a machine may be expected to 
carry out the tasks for which it was designed 
but not to assemble itself from its compo- 
nent parts. The shortcomings of this meta- 
phor are very evident, but it makes the point. 
Nevertheless, the doctrine of comprehensi- 
bility finds ready and continuing acceptance 
because it is a reasonable working hy- 
pothesis, because the results already achieved 
through it justify its fullest further employ- 
ment, and because it fits in with the fondest 
hopes of mankind. 

The second principle, the need to objectify 
the external world, is of a different order 
entirely, but is considered in Greek thought 
to be the precondition for the gaining of 
comprehension. By it the effort is made to 
rid the objects studied of any qualities de- 
riving from the observing subject. Thus a 
zoologist is not to declare whether a particu- 
lar animal, whose morphology he investigates 
by dissection, is pleasing to him, for what 
pleases him may displease someone else, and 
this quality of the object is not supposed to 
have anything to do with its real nature. 
The purpose of such a procedure is to render 
all observed facts susceptible of verification 
by other independent observers, and to rid 
scientific investigation of the stultifying ef- 
fects of the animistic approach to the study 
of Nature. 

While this objectification of the external 
world is carried on today with as much, or 
more, vigor than was employed by the 
ancient Greeks, it may be that it has defects 
and illogical features which prevent the ac- 
quisition of certain types of knowledge. In 
the first place, while attempting to rid the 
external world of any qualities of the ob- 
serving subject, it is done for the benefit of 
the observing subject(s), thus reinstating 
the subject in the external world and con- 
taining its own self-defeat. Secondly, it is 
now well recognized that conceptions of the 


world of reality cannot be independent of 
the qualities of the observer, being dependent 
on the latter’s perceptual abilities and limita- 
tions, his deductive capacities, etc. It now 
appears necessary to free the scientific ob- 
server from the hampering effects of this 
well ingrained objectifying tendency and to 
find other ways of thinking, perhaps with 
some components of the presently disdained 
animism, in studying the world of objects. 
To return to our original problem, it may 
be that the intention of stripping observed 
objects of any qualities of the observing sub- 
ject is responsible for the failure to grasp 
the true nature of the mind-matter relation- 
ship. For mind does reside in the matter of 
the brain, and denuding the brain tissue of 
any qualities of the observer may well be 
the factor which prevents understanding of 
how the brain functions in this particular 
respect. < 

It is not easy for scientists to give up time- 
honored approaches to the study of objects, | 
especially when these have proved fruitful, 
but perhaps all that is necessary is their 
amplification by new viewpoints. The physi- 
cist has had to do a good deal of such re- 
orienting of his ways of thinking about ob- 
jects during the past half century. Now that 
he knows that space and time are his own 
mental constructs and not actual qualities of 
the real world, and now that Einstein has 
shown that energy and matter are equated 
and that earlier Newtonian concepts of force 
were animistic distortions of the actual state 
of affairs, the physicist has had ample op- 
portunity to see that the objectification of 
the external world is not so easy to carry 
out as it may once have seemed. More im- 
portant, it does not always give a true pic- 
ture. The physicist has also found that even 
a description, let alone a causal explanation, 
of objects and events may be exceedingly 
difficult for these objects and events may 
present themselves in more than one form. 
Thus matter is now known to be both wave 
and particle, and a way must be found of 
reconciling these seemingly irreconcilable 
truths about matter. Probably the task of 
the psychiatrist, in determining the relation 
of mind to matter, is of a similar order. 

It is interesting to see that physicists, who, 
perhaps more than all other scientists, have 
had to change their concepts of objects in 
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recent years, are turning to the study of the 
mind-matter problem. Thus Jeans(2) says 
that the old incompatibility of mind and 
matter may turn out to be otherwise than 
was first thought, with matter represei..ed 
by the particle form, and mind represented 
by the wave form, of the same thing. 

The preceding formulations appear to lead 
step by step to an inevitable conclusion, 
namely, that mind and matter (brain) are 
different forms of the same thing, and in- 
deed this conclusion has been unequivocally 
stated by Bertrand Russell(3) (and others). 
It is not possible to reproduce his lengthy 
reasoning here, but a few of his remarks 
will serve to illustrate his thinking. “We 
have agreed that mind and matter alike con- 
sist of series of events. We have also agreed 
that we know nothing about the events that 
make matter, except their space-time struc- 
ture. What I suggest is that the events that 
make a living brain are actually identical 
with those that make the corresponding 
mind.”; . . “If this theory is right, certain 

.kinds of connection between mind and brain 
are inescapable. . . . In fact, if we had more 
knowledge, the physical and psychological 
statements would be seen to be merely differ- 
ent ways of saying the same thing. The 
ancient question of the dependence of mind 
on brain, or brain on mind, is thus reduced 
to linguistic convenience.”. .. “An event 
is not rendered either mental or material by 
any intrinsic quality, but only by its causal 
relations. It is perfectly possible for an event 
to have both the causal relations characteris- 
tic of physics and those characteristic of psy- 
chology. In that case, the event is both men- 
tal and material at once.” For the practical 
needs of the psychiatrist this reasoning is 
both cogent and unsatisfying; it is like a 
mathematical problem for which the correct 
answer is obtained by an inadequate proof. 
The intervening steps by which the conclu- 
sion is reached do not permit of application 
of the final knowledge to the problems en- 
countered by the psychiatrist. 

To reach satisfying formulations of the 
proof that mind and matter are different 
forms of the same thing, it will be necessary 
to effect some alterations in the traditional 
scientific method of looking at objects, with 
the intention of eradicating time-honored 
errors. To find original methods of examin- 
ing old problems, as everyone knows, is far 


from being an easy task. For one thing, it 
requires a temporary separation from the 
company of one’s colleagues. As stated by 
Karl Mannheim (4), “Only in a quite limited 
sense does the single individual create out 
of himself the mode of speech and of thought 
we attribute to him. He speaks the language 
of his group; he thinks in the manner in 
which his group thinks. He finds at his dis- 
posal only certain words and their meanings. 
These not only determine to a large extent 
the avenues of approach to the surrounding 
world, but they also show at the same time 
from which angle and in which context of 
activity objects have hitherto been percepti- 
ble and accessible to the group or the indi- 
vidual.” There must have been very power- 
ful motives inducing scientists to strive to 
see in objects only the qualities of the object, 
and none of the features of the observing 
subject, which nonetheless determine the ap- 
pearance of the object in many of its aspects. 
This appears to be responsible for the diffi- 
culty in comprehending the essential simi- 
larity between mind and matter, yet to de- 
part from it requiries what seems to be a 
pathologic mode of thinking. Among the 
fetishists there is a minority who sexualize, 
not a part of the human body, but an inani- 
mate object, such as a handkerchief(5). The 
mental processes by which is accomplished 
this attribution of a living quality, viz., sex- 
ual attractiveness, to a non-living object, are 
far from being fully understood, but the 
fetishist has succeeded in doing, in part, what 
the scientist has not been able to do. Per- 
haps when the scientist can understand and 
utilize the type of thinking employed by the 
fetishist, he will be able to see the mind in 
the brain and the brain in the mind. 
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CONSIDERATIONS OF THE UTILITY OF A DRUG (MEPAZINE) 
IN A THERAPEUTIC MILIEU 


F. H. DAVIS, M.D.,1 ano WILLIAM S. WIEDORN, Jr., M.D.) 2 


This report * describes the observed utility 
of the interpersonal effects associated with 
administration of mepazine (Pacatal) to 
schizophrenic inpatients in a therapeutic 
milieu. We first became interested in these 
effects when a small pilot study revealed 
evoked hypomanic-like affect with increased 
communicativeness and interrelatedness in a 
few chronically ill schizophrenic inpatients. 
Consideration that this might have some 
utility in a therapeutic milieu led to this 
study. In reporting the results of a study 
our bias is important, namely, that if drugs 
have value it is as adjuvants to individual 
psychotherapy and milieu therapy. Thus the 
manner in which current drugs facilitate or 
disrupt social interaction in a therapeutic 
milieu was a focus of this study. 

Certain concepts are important in evaluat- 
ing drug usage in psychiatry. Not only are 
social factors integral parts of the transac- 
tional field of drug response(4), but in psy- 
chiatry at least, drug response is to a large 
degree a function of the structuring of the 
patient’s living by and within the social field. 
Demonstration of the role of staff attitudes 
and intrastaff conflict in the production of 
further symptomatic behavior in schizo- 
phrenic inpatients(8, 9) raises the question 
of this type of group effect determining and 
driving much of what is reported as drug ef- 
fects or complications. 


METHOD AND EXPERIMENTAL DESIGN 


The patients were 101 hospitalized schizo- 
phrenic people. Fifty-nine received a diag- 
nosis of schizophrenic reaction, paranoid 
type. Seventeen were diagnosed as SR, 
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chronic undifferentiated type: and 14 as SR, 
catatonic type. The remainder were diag- 
nosed as follows: SR, acute undifferentiated 
type—6; SR, simple type—3, SR, childhood 
type—1. There were 17 white males, 33 
coloured males, 27 white females and 24 
coloured females. Hospital stay varied from 
a few days to more than go days; most 
stayed in hospital 30-60 days. 

Patients were divided into 3 groups— 
acute, acute-chronic and chronic, for the 
purpose of estimating chronicity. Patients 
labelled acute had become ill a few weeks 
or months before admission. Patients la- 
belled acute-chronic were patients who had 
been overtly psychotic prior to the current 
illness, but who had experienced an exacer- 
bation of their illness prior to admission. 
Patients labelled as chronic were patients 
who had been overtly psychotic for pro- 
longed periods and whose admission ap- 
peared to have been due to a variety of 
situational factors. It should be noted that 
all of the patients in this series had been out 
of the hospital and in the community within 
a short time prior to admission. There were 
14 patients in the acute group; 36 in the 
acute-chronic group; and 51 in the chronic 
group. 

Patients were selected from a commitment 
service of 60 beds distributed throughout 
160 beds in a psychiatric unit occupying one 
floor in a large general hospital. The psychi- 
atric unit at the Charity Hospital in New 
Orleans consists of 9 wards divided into 4 
ward groups by race and sex. Patients from 
two university acute treatment services and 
the commitment service are on each ward. 
The psychiatric unit provides an ongoing 
therapeutic milieu, generally equivalent for 
the 4 ward groups. 

Pacatal was given only by mouth. The pa- 
tient was interviewed before the drug was 
given and at least twice weekly by one of 
the investigators. In cases showing striking 
effects the patient was seen by two investi- 
gators with increased frequency of observa- 
tions. Records of the patient’s behavior and 
verbalizations were made by the nurses, who 
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also recorded their own impressions for 
later evaluation. 

Controls were developed utilizing the staff- 
patient interaction in the social field of the 
ward as the more or less constant matrix 
within which observational sampling oc- 
curred. These controls were: 


1. The base line was a stable ward social 
structure with which the investigators were 
quite familiar, as participant therapists. 

2. Administrative management was con- 
ducted by psychiatrists other than the in- 
vestigators. 

3. The hospital course and final disposi- 
tion of the patient was unchanged by the in- 
vestigators, other than by giving the drug 
and sampling behavior and interviewing. 
Regular nursing care, ward activities, oc- 
cupational therapy, recreational therapy, etc., 
went on as usual. 

4. In cases where either the ward nurse 
or ward psychiatrist felt concern over either 
the changes or lack of changes, whether this 
appeared well-founded or not, the drug was 
discontinued. 

5. The ward staffs had had considerable 
experience in evaluating drugs and other re- 
search projects. At the time of the study 
there were several other projects progressing 
on the unit. 

6. The investigators participated in weekly 
ward meetings which allowed for ready 
recognition of group processes. 

7. The ward staffs were not informed of 
the findings as the project continued. What- 
ever fantasies and misconceptions appeared 
were not rectified. These became such an 
interesting problem that it was deemed 
necessary to initiate a special study of the 
attitudes of our staffs to drugs in general. 
These data will be published separately. This 
method bears a similarity to that used by 
another team(6) in which the patient con- 
tinued in milieu and psychotherapy with the 
drug in question being added to that situa- 
tion. 


Several sources of error are part of this 
study. The investigators played a nonex- 
planatory, nontherapeutic role with the 
staffs. This introduced a strong negative bias 
in some staff members. Others had unreal- 
istic hopes about the drug (1.e., that it would 
be “wonderful”). Only a segment of the 


patient’s hospital stay was studied—the 
period of time during which the drug was 
administered. A further source of error was 
that many of the patients used in the study 
had been on heavy dosages of tranquilizers, 
sometimes with strong clinical evidence that 
they had worsened during that previous 
period. This type of clinical problem with 
tranquilizers has been reported by others 
(7). Thus some of the improvement, when 
it occurred, with discontinuance of the tran- 
quilizer and administration of Pacatal, may 
have been due simply to the removal of the 
previous drug. 

The patient’s outcome during the period 
of drug administration was scored with a 
rating scale which appears in Table 1. This 
rating scale was developed from one used 
in a study with meprobamate(5). Like those 
authors, we feel that some change will occur 
in many of our patients by virtue of their 
being in the hospital where considerable 
therapeutic activity is occurring. 

Improvement on the rating scale was de- 
fined as: any change in the patient’s be- 
havior, symptoms or structure of illness such 
that there was discernable movement in the 
direction of improvement within the ward 
milieu. This is not equivalent to “cure,” 
remission, etc. Changes which were as- 
sociated with increased efficiency of inter- 
personal transactions were considered as im- 
provement. Worsening on the rating scale 
was defined as: any change in the patient’s 
behavior, symptoms or structure of illness 
such that there was progression or deteriora- 
tion in the patient’s illness, within the ward 
milieu. 

In considering cases in which it was stated 
that improvement was clearly associated with 
drug effects, we do not mean that it was our 
impression that the drug effects alone pro- 
duced improvement, nor that the improve- 
ment could not have occurred without the 
drug effects. Improvement is a function of 
the operation of many factors within a com- 
plex field. Some of those factors which we 
observed in these patients are as follows: the 
patient’s fantasies and wishes about the drug 
and its effects, and the patient’s type of ill- 
ness and consequent ability to get better 
were important factors. The fantasies and 
expectations of the staff concerning the drug 
seemed to determine the change in patients 
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to some extent. The staff utilized drug ef- 
fects to facilitate or inhibit changes in pa- 
tients. One determinant of this was their 
response to the evoked changes in the patient 
associated with the drug effects. Assessment 
of improvement obviously tended to be a 
function of awareness of the investigators 
within a setting of the requirements of the 
staff for improvement. Since we did not 
attempt to quantitate improvement the pa- 
tients in the improvement categories showed 
variation from those with slight shifts in 
functioning to those showing sometimes dra- 
matic changes. 

It is seen that 25 patients were classified 
as showing improvement seemingly associ- 
ated clearly with drug effects, 34 patienis 
showed improvement in which either there 
was clear evidence that this was not due to 
drug effects, or the role of drug effects, if 
any, was unclear (categories 2 and 3). The 
patients in the various diagnostic subtypes 
were distributed throughout the scoring cate- 
gories. 

Days of Treaiment with the Drug.— 
When days of treatment with Pacatal were 
considered, it was found that slightly more 


DATA 
TABLE 1 
DIstRIBUTION OF RatING Scores IN TOTAL 
PATIENT SAMPLE 
Category Description of 
scored category 
1. Improvement clearly associated 
with drug effects 25 
2. Improvement, role of drug effects, 
if any, unclear 17 
3. Improvement, with strong evi- 
dence that any improvement 
was not associated with any 
drug effects, whether or not 
drug effects were discernible. 17 

The patient remained unchanged ; 
within the parameters of the 
data sought and the ward 
milieu. 

Worsening, with strong evidence 
that this worsening was inde- 
pendent of any drug effects, 
whether or not any drug ef- 
fects were discernible 

Worsening, role of drug effects, 
if any, unclear 

Worsening clearly associated 
with drug effects 

The patient could not be classed 
in any preceding category... 


Number of 
patients 
scored 


patients in category 1 received the drug for 
21-30 days, whereas slightly more patients in 
category 3 or 4 received the drug for 6-20 
days. This differential was an expression of 
the experimental design; for patients who 
did not show seemingly significant response 
in the first 10-14 days were discontinued, 
since it was observed during the progress of 
the study that positive effects associated with 
drug administration appeared during that 
period. 

Dosage Level.—The most effective dosage 
was found to be 50 mgms. four times daily 
which was also the most frequently used 
dosage schedule. When higher dosages were 
used, up to as much as 800 mgms. a day ina 
small number of cases, there appeared no 
significant change in terms of improvement, 
although other effects did appear. 

Chronicity and Outcome of Patient.—As 
would be expected patients in the acute and 
acute-chronic group showed a better over-all 
response, whether they were classed in cate- 
gory I or 3. It is noteworthy that a con- 
siderable number of patients in the chronic 
group did show improvement and were 
classed in categories 1, 2 or 3. 

Other Somatic Therapies—Half of the 
patients received some other somatic therapy, 
either drugs or EST, either before or after, 
or both, the administration of Pacatal. 

Effects Associated with Pacatal—A group 
of affective and interpersonal changes ap- 
peared in some of the patients receiving 
Pacatal. It may be considered that these 
changes were associated with the effects of 
the drug, since the specific changes appeared 
after administration of the drug and usually 
decreased or disappeared during the period 
of drug administration and never appeared 
after the period of drug administration. 
These changes appeared in about one third 
of the patients receiving Pacatal. Not all of 
the aspects appeared in all of these patients. 

The general characteristics of these 
changes were: 


1. The appearance of a warm, pleasant, or 
hypomanic-like affect. 

2. An impulsion towards interrelatedness 
within the ward milieu. 

3. Increased participancy in group inter- 
action. 

4. An increase in feeling available. 
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The seemingly evoked hypomanic-like af- 
fect was readily communicated towards the 
observer, The appearance of this quality of 
affect was quite striking in that it appeared 
in patients who had not illustrated this 
variety of feeling before. The impelling 
towards interrelatedness when it occurred 
seemed to offer the most utility of the results 
of the drug’s effects. The general appearance 
of increased feeling available also was quite 
important in whatever usefulness the ward 
milieu selected from the effects associated 
with administration of the drug. In many 
cases there was response to the warm affect 
by the nurses. Paralleling these effects there 
occurred a reduction of anxiety in the pa- 
tient. This decrease of anxiety, from an ob- 
servational viewpoint, was not an expression 
of a specific drug effect, but rather was a 
reflection of more secure interpersonal func- 
tioning. Although these listed factors varied 
in quantity they tended to appear to- 
gether. When improvement associated with 
the drug occurred, it tended to be associated 
with the aforementioned behavioral change. 
In some patients varying quantities of these 
changes appeared, and the patient either 
showed no improvement or worsened clini- 
cally. Some cases, of course, showed im- 
provement in the absence of some or all of 
these factors (4.e., scoring category 2 and 3). 
Thus there was no necessary one-to-one cor- 
relation between the appearance of the group 
of affective and interpersonal changes as- 
sociated with the administration of Pacatal 
and improvement of any type. In our cases, 
among other things, the response of the 
ward milieu seemed to play some role in both 
the appearance of these changes, and im- 
provement or worsening. This aspect, how- 
ever, is a subject for further research. 

Clinically significant levels of excitement 
sometimes appeared. This was always as- 
sociated with the presence of the previous 
factors, but appeared as an exaggeration and 
distortion. A continuum of activity was 
sometimes observed: first the beneficial 
changes associated with the drug’s effects; 
second, hypomanic-like activity; third, ex- 
citement or hyperkinesis; and fourth, gross 
excitement. In patients showing gross ex- 
citement there were no signs of an acute 
brain syndrome due to a drug. Usually, in 
the zone between the second and _ third 


phases in the continuum any beneficial ef- 
fects disappeared. This may have been due 
to the response of the staff, since there was 
considerable anxiety and hostility aroused 
when the patient became over-active, de- 
manding, impatient and garrulous. 

A very interesting observation was made 
in a few patients. When the drug was in- 
creased from 200 mgms, a day to 300 and 
then 400 mgms. a day, at each increase the 
effects of Pacatal appeared for a few days, 
and then remitted. 

In general, when the group of affective 
and interpersonal changes associated with 
Pacatal appeared, they were present for 3-10 
days and then gradually disappeared. This 
was most marked in respect to the hypo- 
manic-like affect, and least marked with the 
other factors. In no cases did the hypo- 
manic-like affect remain after the drug was 
discontinued. In general, whatever gains 
the patient made during that period tended 
to remain after discontinuing the drug. 


CLINICAL DESCRIPTIONS 


Certain general clinical descriptions may 
be made concerning the nature of the re- 
sponse which might be expected in certain 
types of patients. 

Patients in whom the drug effects con- 
tributed to improvement: 


1. Patients in any subtype of schizo- 
phrenia who were not set in a psychotic pat- 
tern and who appeared to be struggling 
against the psychotic way of life. 

2. Certain paranoid patients, even some 
who were chronically ill. 

3. Patients showing a catatonic form of 
schizophrenia, but who were not showing 
very severe or far advanced catatonic fea- 
tures. 


Patients in whom the drug effects seemed 
of little value: 


1. Very chronic paranoid schizophrenics 
with little or no overt anxiety and a massive 
commitment to psychotic living. 

2. Catatonic patients with far advanced 
catatonic features. 

3. Schizophrenic patients showing severe 
excitement, those with chronic brain syn- 
drome and associated excitement complicat- 
ing a schizophrenic reaction, and patients 
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with a cloudy sensorium regardless of cause. 

The 6 patients in whom there was worsen- 
ing associated with the administration of the 
drug fell into one of the following cate- 
gories : 


1. Those who showed some of the ele- 
ments of the Pacatal response but who ex- 
perienced disorganization because of either 
internal psychologic response or a nonsup- 
portive milieu. 

2. Patients in whom there was a chronic 
brain syndrome associated with a schizo- 
phrenic reaction, and in whom the appear- 
ance of some element of the Pacatal effect 
was associated with loss of control, resulting 
in excitement or disorganization. 


Complications, side effects, and intercur- 
rent physical illnesses during the period of 
administration of the drug: 


1. Dryness of the mouth and throat, blur- 
ring of vision, and slight constipation oc- 
curred with some frequency, but were always 
managed with appropriate symptomatic 
medication. 

2. One case of leucopenia occurred (white 
blood count 3,400 cells per cu. mm.) with 
good response to discontinuance of the drug, 
and with no further complications. 

3. Two cases of intestinal obstruction oc- 
curred. One was an adynamic ileus which 
responded well to nonoperative management. 
This patient had been surreptitiously eating 
plaster, egg shells and cigarettes. Another 
case was treated surgica!ly, and an obstruct- 
ing intra-abdominal band was found. The 
role of Pacatal in these cases, if any, was 
unclear. 

4. One case of angioneurotic edema of the 
face and neck occurred, which responded 
well to antihistaminics. Pacatal was discon- 
tinued, but its role, if any, was unclear. 

5. A seizure which was not observed by 
a physician was reported in one patient. 
EEG’s with and without the drug, and sub- 
sequent administration of the drug revealed 
nothing of significance. 

6. There was one death of a 42-year-old 
white female. This patient had not been tak- 
ing the drug for 3 weeks. She had been dis- 
charged to her home afd then readmitted to 
the psychiatric ward. Death was due to pul- 
monary emboli. There was no clinical or 


autopsy evidence to indicate that Pacatal 
played any part in this outcome. 

7. Variations in blood pressure, pulse rate, 
or temperature were within the limits rou- 
tinely seen in the psychiatric unit in patients 
not receiving drugs. There was no evidence 
of any complications affecting the kidney or 
liver. 


DISCUSSION 


This study did not use the double-blind 
technique. We were not attempting to dem- 
onstrate whether or not the drug had any 
value at all, since this had already been 
documented(1, 2, 3). Rather, we were at- 
tempting to determine the utility, if any, of 
the drug associated effects in a therapeutic 
milieu, In those patients classed as category 
I in the rating scale, it was clinically evident 
that something occurring in association with 
the administration of the drug played a part 
in the observed behavior. It was quite un- 
expected to see this occurring in these pa- 
tients, and especially in close association with 
drug administration. This type of change in 
schizophrenic patients is of considerable psy- 
chodynamic significance, and warrants fur- 
ther study. 

One aspect of the observed effects de- 
serves emphasis. The type of change which 
we observed, and which was associated with 
clinical improvement, was not that which 
might be termed sedation, chemical restraint, 
or “tranquilization.” The movement was 
towards greater rather than lesser social in- 
teraction and towards activity with personal 
interrelatedness. These data offered no indi- 
cation for considerations that this drug had 
any sort of more or less direct effect on hal- 
lucinations, thinking, the schizophrenic dis- 
order of thought and logic, or delusions. Our 
observations indicate that when these factors 
did show a change, it was an expression of 
the value to the patient of more participation 
in the therapeutic milieu with consequent op- 
portunities for improvement, more efficient 
integration, etc. The utility of the interper- 
sonal changes described may be limited to 
ward situations so structured as to utilize 
these changes. An adequate number of staff, 
a psychodynamic orientation, and an on- 
going therapeutic milieu may well be es- 
sential. 
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SUMMARY 


The occurrence of changes in association 
with the administration of mepazine (Paca- 
tal )to 101 schizophrenic inpatients has been 
studied. These patients were functioning 
in the community prior to their admission. 
Changes considered as improvement within 
the ward milieu during the period of drug 
administration occurred in association with 
effects of the drug in 25 patients. Thirty- 
four patients experienced improvement in 
their interpersonal transactions in the ward 
milieu in the absence of association with 
drug effects. A somewhat consistent group 
of interpersonal changes appeared in some 
patients in association with the drug effects. 
These data suggest further study of the in- 
terpersonal effects, problems and usefulness 
of these behaviors. The effects associated 


with the drug offered utility in some of the 
patients in the therapeutic milieu of the 
psychiatric unit studied. 
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THE INCIDENCE OF HOSPITALIZED MENTAL ILLNESS AMONG 
RELIGIOUS SISTERS IN THE UNITED STATES 


SISTER M. WILLIAM KELLEY, I. H. M.1 


In 1936 Thomas Verner Moore reported 
a study which he had conducted to deter- 
mine the rate of mental illness among priests, 
religious brothers and sisters(1). He dis- 
covered that in all these populations total 
incidence rates were lower than in the gen- 
eral population. In the case of schizophrenic 
diagnoses there was a tendency for the rate 
among sisters to be higher. Cloistered re- 
ligious, who never leave their convents, and 
most of whom are not engaged in works 
which bring them into contact with any per- 
sons outside the convent, had a significantly 
higher rate of mental disorder than did the 
so-called “active” religious who are engaged 
in teaching, nursing, social work, and vari- 
ous other occupations. Moore hypothesized 
that many psychotic breakdowns among re- 
ligious are due, not to the strain of religious 
life, but to the fact that some pre-psychotic 
personalities are attracted to what they think 
or hope religious life is going to be. 

A replication study was conducted in 1957, 
covering the hospital year from January 1, 
1956, to December 31, 1956. A total of 378 
private and public hospitals with psychiatric 
facilities was contacted: these included all 
state, county, city and county, and municipal 
mental hospitals; all public health and non- 
military federal mental hospitals ; all Catho- 
lic general hospitals having psychiatric fa- 


1 Immaculate Heart College, 2021 N. Western 
Ave., Los Angeles 27, Cal. 


cilities, and all Catholic psychiatric sanitaria ; 
and a selected sample of private non-profit 
hospitals under other than Catholic auspices. 
Usable responses were received from 357 
hospitals (94.4%). Information was sought 
concerning only those patients who were 
members of Catholic sisterhoods. Present 
age, age at hospitalization, age at entrance 
into convent, history of previous hospitaliza- 
tion for mental illness, occupation prior to 
hospitalization, and diagnosis were included 
in the questionnaire. Because 3 of the non- 
responding hospitals were large Catholic 
sanitaria which presumably cared for a con- 
siderable number of sister-patients, an at- 
tempt was made to estimate the number of 
sisters hospitalized in these institutions on 
the basis of sister-patients/bed capacity ratio 
in similar hospitals which had responded. 
Table 1 summarizes these data. It should 
be noted that the column headed “Total Ad- 
mitted in 1956” is included in the preceding 
column, “Total Hospitalized in 1956.” The 
latter column also includes all those ad- 
mitted in previous years who were still hos- 
pitalized at the end of 1956. 

Any attempt to compare the data of a 
study of this kind with national reports can 
have only partial validity. The acknowl- 
edged inaccuracy of this report (due to non- 
response and to the fact that sisters receive 
psychiatric care in hospitals not registered 
by the Institute of Mental Health) is per- 


TABLE 1 


NuMBer OF Sisters HosPitaLizep FOR MENTAL DisorpeR IN 1956: RATE PER 100,000 


Type of 
religious 
community 


Non-cloistered 


Total in U. S. 
153,055 


Cloistered 
Unknown 


159,545 


Total hospitalized 
in 1956 


Total admitted 
in 1956 


“ 


Rate 
286.35 
(236.24) 
305.60 
(256.36) 


Rate 
833 585.72 
(447.11) 
797.96 
(645.18) 


594.81 487 
(490.77) (404 


305.24 
(251.34) 


* The numbers given in parentheses are the actual numbers reported by the hospitals with their corresponding rates 


per 100,000. For purposes of 
computed on the basis of bed capacity in the non-respon: 
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haps equalled by that of the national reports. 
For this reason, the chief value of the in- 
formation in Table 2 lies in the differences 
in the percentage distributions of the vari- 
ous mental disorders in the two groups. The 
greatest discrepancies will be seen to be in 
the higher percentage of psychotic (particu- 
larly schizophrenic) and psychoneurotic dis- 
orders among sisters, and the proportion- 
ately higher percentages of chronic brain 
syndromes and mental deficiency among the 
general population of women. The inclusion 
of alcoholic and syphilitic psychotic reac- 
tions among the chronic brain syndromes, 
and the fact that the way of life of sisters 
renders these disorders extremely unlikely 
among them, would account largely for this 
disproportion. The low rate of mental defi- 
ciency among religious is expected also, as 
applicants for admission to convents, de- 
pending upon the type of work performed 
by the community, must give evidence of 
ability to master the requisite skills. The 
work of these communities is seldom of 
such a nature that a mentally deficient per- 
son could perform it. Therefore, since the 
number of diagnoses “open” to sisters is 
limited by factors of selection and way of 
life, the percentage values of the remain- 
ing diagnoses are bound to appear high in 
comparison with those of the more hetero- 
geneous general population of women. 


That this is only an apparent dispropor- 
tion is evidenced by comparing the rate per 
100,000 hospitalized at the end of the year 
among the general population and among the 
sisters. In the former group the rate is 
358.3(2), and in the latter it is 319.6. The 
difference is significant at the .o2 level of 
confidence. If we consider only the reported 
diagnoses of schizophrenia among the two 
groups, we find a rate of 259.6 per 100,000 
of all women in the United States(3) ; the 
comparable rate among sisters is 193.67. 
Such a difference would occur by chance 
less than once in a thousand times. 

Although the rate of mental illness was 
lower among sisters than among women gen- 
erally, both in Moore’s and in the present 
study, the discrepancy between the two rates 
is not as great now as at the time of the 
earlier study. The increase in incidence and 
in rate per 100,000 which is illustrated in 
Table 3 is highly significant, and the con- 
current increase among the general popula- 


TABLE 3 


NuMBER oF Sisters FoR MENTAL 
ILLNESS IN RELATION TO ToraAL NUMBER OF 
Sisters: RATE PER 100,000: 1935, 1956 


Rate per 
100,000 


485.19 
594.81 


Not hos- 
pitalized 
121,627 122,220 
158,596 159,545 


P less than .oo1. 


Total 


Hospi- 
talized 


Chi-square = 15.27. 


TABLE 2 


NuMBER AND Percent oF ToraLt CAsEs oF Major CLASSIFICATIONS: 
THE UNITED STATES AND MEMBERS OF CATHOLIC SISTERHOODS: 


Mental 
disorder 


Acute brain syndromes 
Chronic brain syndromes 
Psychotic disorders 


Psychotic depressive 

Schizophrenic 

Paranoid 

Other 
Psychoneurotic reactions 
Personality disorders 
Transient personality disorders 
Mental deficiency 
Undiagnosed 
Without mental disorder 


Chi- = 163.74. P less than . 


WomMEN IN 
At Enp oF THE YEAR 


Women in U. S.* Sisters 
* 


Per cent 


0.0 


100.0 


® This includes women hospitalized i & peatte institutions only. End of the year data is not available for private and gen- 


eral hospitals. 


1956 .... 949 a 

| | No. Per cent No. 

22.60 58 12.0 

(433 (.3 (10) (2.0) 

(77,603) (48.41) (309) (61.0) ; 

(3,314) (2.06) (17) (3.3) 3 

(1,369) (.85) (0) (0.0) ; 

81 005 0.0 

1,748 1.09 27 5.25 

1,802 1.12 II 2.2 ee 

223 13 2 05 

13,486 8.41 4 .10 

2,288 1.42 2 05 3 
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tion has not been as great. Wherever the 
explanation of this disproportion lies, it can- 
not be traced to different patterns of popu- 
lation growth in the two groups, as both have 
increased by about 30% since 1935(4 and 5). 

The difference which Moore found to 
exist between the incidence of mental dis- 
order among cloistered and “active” re- 
ligious has also decreased considerably. The 
difference between the two groups was so 
great in 1935 that it could have been ac- 
counted for by chance only once in a thou- 
sand times; the probability of the present 
discrepancy’s occurring by chance is 5 in 
100. Not only the rate, but the actual inci- 
dence of hospitalized mental disorder has de- 
creased among cloistered sisters. Since the 
rate of increase has been so much greater, 
relatively, among “active” religious, it is 
tentatively hypothesized that the strain asso- 
ciated with over-crowded classrooms, under- 
staffed hospitals, accreditation demands of 
various kinds, and numberless other adjuncts 
of the professional life of members of re- 
ligious communities today, have constituted 
insupportable burdens for a certain number 
of sisters who might have been equal to the 
demands placed upon religious in previous 
generations. The data of this study neither 
confirm nor deny this hypothesis; they 
merely suggest it. 

The rate of mental disorder is not uni- 
form among the various occupational groups 
of “active” religious. Because teaching sis- 
ters make up the largest portion of all sis- 
ters, they tend to establish the norm, but this 


TABLE 4 


RATE oF MENTAL ILLNESS PER 100,000 IN EACH OF 
THE Major OccuPATIONAL CATEGORIES 


Rate per 
100,000 


Occupation Total Number ill 


Cloistered 


159,545 490.77 


* This number includes all those not included in any of 
the other occupational categories listed above, with the ex- 
ception of social workers. There is no wa of determining 
exactly how many sisters are engaged as domestic workers, 
clerks, or in an administrative capacity. 


> Estimate of the Catholic Hospital ssociation. 


does not account for the wide variations 
shown in Table 4. An exceptionally low rate 
among sister-social workers (not indicated 
in the table) is probably due to failures in 
reporting occupation as well as to some other 
understanding of “social work” by those 
who responded than that which directed our 
estimate of the total number of sister-social 
workers in the United States. There is also, 
undoubtedly, some error in the estimate of 
the number of sisters engaged solely in do- 
mestic work, but the error cannot be suffi- 
cient to account for the very high rate of 
mental disorder among this group. 

The data recorded in Table 5 are remi- 


TABLE 5 


INCIDENCE OF Major D1AGNosEs IN RELATION TO 
THE LARGEST OCCUPATIONAL CATEGORIES 
IN THE STUDY 


Clois- Domes- Nurs- Teach- 
tered tic ing ing 


Mental 
disorder 


Brain syndromes 
(acute and 
chronic) 48 

Psychotic reac- 
tions 265 

Psychoneurotic 
reactions 65 

Personality 
disorders 


10 
187 388 
Chi-square = 22.74. P less than .o1. 


niscent of the findings of Hollingshead and 
Redlich(6) concerning the relationship be- 
tween socio-economic class and the incidence 
of mental disorder. They discovered that 
the hospitalization rate of psychetic dis- 
orders was much higher in their Class V 
(lowest) than in any other class, and that 
it was lowest in Class I. The opposite pat- 
tern was true in the case of psychoneurotic 
disorders. Among the sisters we find that 
psychoses increase proportionally as we move 
from specialized or professional workers to 
domestic workers, and that psychoneurotic 
reactions are much more frequent among the 
professional groups. Hollingshead and Red- 
lich are unwilling to state the order of cir- 
cumstances, however. They are faced with 
the problem of determining whether the 
lower classes tend to psychoses because they 
are poor and under severe environmental 
pressures, or whether they are poor because 


rea 
a 
2 500 
20 
692 
Greater 
than than 
6,737" 188 2,790.56 
Hospital per- 
eae sonnel ...... 45,000” 103 228.88 : 
Te Teaching ..... 93,518 393 420.24 
Other and un- 
known ...... 8,400 61 
Total ..... 
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of psychotic or prepsychotic tendencies that 
have disqualified them for higher positions 
in economic and social ranks. The questions 
posed by Hollingshead and Redlich’s re- 
search must be applied to the data of this 
study before a causal explanation can be 
attempted. 

The remaining data of the study do not 
depart significantly from any comparable ma- 
terial which could be obtained. Of the 783 
sisters known to have been hospitalized for 
mental illness at some time during 1956, 379 
(48.4% ) had been hospitalized for a similar 
disorder at some earlier date. Eighty per- 
cent of this number (304) were diagnosed 
as psychotic, and 65% of these psychotic 
reactions were schizophrenic. These were, 
as would be expected, the cases which had 
been hospitalized for the longest periods of 
time. Of the 232 cases which had been hos- 
pitalized for longer than 5 years, 92% were 
psychotic, and of these, 71% were schizo- 
phrenic. Depressive reactions of various 
kinds—psychotic and neurotic—constituted 
nearly 20% of the total diagnoses. The aver- 
age age at the time of admission of sisters 


diagnosed as schizophrenic was 44.1 years; 
for manic-depressive reactions it was 53.2 
years. 

The findings of this study by no means 
nullify Father Moore’s earlier hypothesis 
that prepsychotic personalities may be at- 
tracted to the religious life on the basis of 
what they think it will be. The apparent in- 
crease in mental disorder among “active” 
religious, however, suggests that factors of 
stress may be contributing more to eventual 
breakdowns than was previously supposed. 
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CLINICAL NOTES 


A PRELIMINARY REPORT ON IPRONIAZID 


ELWYN C. COOK, M. D.1 


In spite of the newer additional psychi- 
atric treatment procedures, including the use 
of ataractic drugs, a considerable number of 
the hospitalized mentally ill remain resistant 
to known treatment methods. This treat- 
ment-resistant group includes many chroni- 
cally ill patients exhibiting emotional bland- 
ness, apathy, depression, and lack of moti- 
vation for improvement. The appearance of 
the “psychic energizers” has revived interest 
in treatment of these patients, and during re- 
cent months, several investigators(1-6) have 
reported varying success with one of these 
agents, iproniazid, a drug originally used in 
the treatment of tuberculosis. 

Our own series included 15 female pa- 
tients who had been resistant to other treat- 
ment methods, and were selected for clinical 
trial with iproniazid. The treatment was ad- 
ministered on an open ward in a large state 
institution, during a 6 month period. The 
average age of the patients was 47.7 years. 
Iproniazid was prescribed in the amount of 
50 mg, 3 times a day; appropriate labora- 
tory indices of changes in blood count and 
renal function were obtained. Although the 
treatment programs included various ancil- 
lary activities and milieu management de- 
vices, none of the patients participated in 
psychotherapy. 

Six patients displayed marked improve- 
ment at the time of the 6-months evalua- 
tion ; 3 of these had been separated from the 
hospital. Seven patients responded with con- 
siderable improvement, and 2 patients 
showed no change in mood or behaviour. 
The improvement consisted of elevation of 
mood, improvement of appetite and sleep 
patterns, increased participation in ancillary 
activities, heightening of sociability and ami- 
cability, and improved personal appearance. 
Delusions, hallucinations, negativism, judg- 
ment, and insight, remained essentially un- 
changed. 


1 Topeka, Kansas. 
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Iproniazid was discontinued in 3 patients 
because of disturbing side-effects, although 
the drug was subsequently effective in a 
lower dose in one of these cases. In each 
of these patients, the complaint leading to 
abandonment of the medication, was uni- 
lateral or bilateral pedal edema. Dizziness 
and hyperactivity each appeared in a single 
patient. No evidence of hypotension, al- 
lergy, liver damage, convulsions, or blood 
dyscrasias was detected. Iproniazid was 
used in combination with electroconvulsive 
treatment in one patient without untoward 
effect. Reserpine did not appear to poten- 
tiate the energizing effect of iproniazid. 

One striking aspect of the effects of 
iproniazid was the enthusiasm for the drug 
engendered in the ward population by the 
patients receiving the medication. Recipients 
of iproniazid proudly referred to the small 
yellow tablets as “golden nuggets.” 


Thirteen of the 15 treatment-resistant pa- 
tients derived some benefit from this medica- 
tion, and it appears that the symptoms most 
amenable to change were depression, apathy, 
withdrawal, and disinterest. It is significant 
that the positive effects of iproniazid made 
the patients more amenable to the total milieu 
treatment program. Two patients, who re- 
mained unimproved, displayed paucity of 
motivation to leave the hospital and great 
dependence upon the institution. 
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THE VALIDITY OF THE FORREST REAGENT TEST FOR THE 
DETECTION OF CHLORPROMAZINE OR OTHER 
PHENOTHIAZINES IN THE URINE 


BENJAMIN POLLACK, M.D.* 


Forrest and Forrest(1) described a simple 
test last year for the detection of chlorpro- 
mazine in the urine. Since no other litera- 
ture has appeared on this subject, it seemed 
worthwhile to test its validity.” 

A revised formula for the test reagent 
consisting of sulphuric acid 10%, four parts, 
and ferric chloride 5% by weight, one part, 
was used. This is an extremely simple test 
to perform in which 1 c.c. of the reagent is 
added to 1 c.c. of urine. Within a few sec- 
onds a color change varying from lilac to a 
deep inky purple occurs and this is graded 
I, 2, 3 and 4. The test is sharp and clear- 
cut. The authors claim that the test should 
be read within 3 to 4 minutes. Our findings 
indicate that this reading should take place 
within 30 to 60 seconds since the color 
quickly fades after this. 

The present study comprises 175 patients 
(75 controls and 100 chlorpromazine-treated 
patients at Rochester State Hospital). In 
order to have a uniform standard of testing, 
only the first morning specimen of urine was 
used for this study. The 542 tests of the 
urine were performed by the laboratory 
without knowledge as to which patients were 
receiving chlorpromazine and which were the 
controls. 

The control group of 75 patients were 
selected from the various medical, surgical, 
epileptic, and other wards of the hospital. 
These patients were receiving a variety of 
medications other than phenothiazines. One 


hundred and ninety-six urine tests were - 


done upon the controls and all were negative. 
This indicates that the test is specific and 
not affected by the usual drugs given in a 
hospital. 

Three hundred and forty-five urine analy- 
ses were performed on the 100 patients who 
were presumably receiving chlorpromazine 
(see Table 1). It can be noted that 9 patients, 
who were presumably receiving chlorpro- 


1 Rochester State Hospital, Rochester 20, N. Y. 

2 My grateful thanks are expressed to the mem- 
bers of the laboratory and ward service who helped 
with this project. 


mazine, tested repeatedly negative on 27 
occasions and 10 showed only trace on test- 
ing of 53 samples of urine. These patients 
were then given their tablets or the concen- 
trate solution of chlorpromazine under care- 
ful supervision and again tested. Seventeen 
of the 19 patients thereupon showed a posi- 
tive test, but 2 still remained negative when 
the morning specimens were examined. 
When the urines of the 2 patients (who 
were receiving 100 mg. of chlorpromazine) 
were tested within 8 hours, they became 
positive. The tests also tended to show a 
higher concentration in those on a single 
bedtime dose than when the drug was given 
in divided doses during the day. 

Recent work(2,3,4,) indicates that over a 
period of 3 days 8 to 20% of chiorproma- 
zine is excreted in the urine chiefly as the 
sulfoxide, with the maximum excretion 
occurring in the first 8 to 24 hours. The 
remainder of the chlorpromazine is appar- 
ently completely metabolized in the body. 

This work clearly indicates that at least 


9 of the patients were not taking their medi- - 


cation which could be easily detected by this 
specific test of the urine. This in itself is a 
valuable finding since the test can be readily 
performed by the ward personnel. There 
should be no difficulty in teaching this test 
as it is simple to do and the color reaction 
is clear-cut. 

Patients receiving Pacatal in doses of 75 
to 150 mg. tested 1 or 2. Those receiving 
100 to 300 or more milligrams of Promazine 
likewise tested positive. Those receiving 
Stelazine (trifluoperazine SKF #5019-A) 
tested negative on doses of 10 to 80 mg. ex- 
cept that in the higher doses a questionable 
trace was recorded. Patients taking 50 to 
150 mg. of Compazine (prochlorperazine) 
were negative to the test, but did give a 
characteristic color reaction varying from 
yellow to magenta, depending upon the dose 
given. Those receiving meprobamates all 
tested negative. 

The Forrest reagent test thus appears to 
be a valid and simple method to determine 
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qualitatively whether or not patients are 
actually taking the phenothiazine medications 
noted above. Within certain limitations it 
can be used to give a rough quantitative 
estimation of the dosage which the patient 
is taking, particularly if the urine is obtained 
within a standard period folllowing medi- 
cation. 

Twenty-five patients were given a single 


200-mg. stablet of chlorpromazine at bed- 
time. The following morning all urines 
tested were positive (1 or 2). The morning 
specimens of urine on the second day dis- 
closed only 11 urines showing a trace on 
testing. On the third day all urines were 
negative. This would seem to be at variance 
with the findings of the originators of the 
test who had recorded positive results for 
approximately 8 days. 


TABLE 1 
Total Tots! Results of urine tests with Forrest Reagent 
thorazine patients tests Neg. Trace 1 2 3 4 
7 43 4 9 24 5 I 
25 156 II 36 78 30 I 
8 8 I 2 4 I 
al 27 5 3 3 13 3 
ee eee 14 39 6 I 6 19 6 I 
14 45 2 6 19 16 2 
4 13 o 4 8 I 
NE seed casas 175 542 223 53 121 95 43 7 
BIBLIOGRAPHY 3. Salzman, N. P., and Brodie, B. B.: J. Pharm- 
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ANXIETY-DEPRESSION AND PHARMACOTHERAPY. 
PSYCHOTHERAPY CORRELATIONS 


JEROME M. SCHNECK, M.D.* 


In a report on “drug-induced depression, 
fact or fallacy” with reference to tranquil- 
izers, Ayd(1) concluded that patients may 
be pseudo-depressed because of excessive 
tranquilization, or tranquilization may un- 
mask underlying depressions without actually 
causing them. 

It has been observed frequently during 
psychotherapy that some patients show de- 
pressive reactions when overt anxiety is al- 
layed and, conversely, anxiety reactions when 
depressions are relieved. This may occur 


without one or the other reaction tendencies 


1 Clinical assistant professor of psychiatry, State 
University of New York College of Medicine at 
New York City; Address: 26 West 9 Street, New 
Vouk \s2, N.. ¥. 


having been evident originally. Also, mixed 
anxiety-depressive features may be present 
concurrently, a well known fact, with the 
one tending to become more prominent as 
the other is reduced, based on actual intensi- 
fication or unmasking. The first type of 
anxiety-depression correlation is probably 
observed less often than the second which 
consists of a mixed anxiety-depression pat- 
tern. Like the second, however, it apparently 
involves basic psychological reaction poten- 
tials in the patient. The cycle or correlation 
may be mild or severe, varying considerably 
among individuals. Also, it may be found in 
a variety of personality types and without 
regard to specific diagnostic categories. 

The anxiety-depression cycle or correla- 
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tion, dependent upon personality reaction po- 
tential or predisposition, and noted during 
psychotherapy, probably expresses itself 
similarly during pharmacotherapy, account- 
ing for part of the apparent drug-induced 
depressions as described heretofore. This 
view of the anxiety-depression correlation in 
psychotherapy is consistent with, and evi- 
dently supports additionally Ayd’s report on 
depression in association with tranquiliza- 
tion(1). The existence of a previous his- 
tory of depression or of current underlying 


depression would not be necessarily essen- 
tial for absolving the chemotherapeutic agent 
of direct responsibility for onset of depres- 
sion. Its indirect role would be based on 
alteration, through anxiety reduction, of the 
patient’s psychodynamic equilibrium. This 
may also occur spontaneously without treat- 
ment or during the course of psychotherapy. 
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USE OF CHLORPROMAZINE COMBINED WITH MEPROBAMATE 
JOSEPH A. BARSA, M.D.1 


In a previous study(1) a small group of 
chronically disturbed patients was treated 
with chlorpromazine (Thorazine) and me- 
probamate (Miltown, Equanil) in combina- 
tion. Because of the favorable results ob- 
tained, a larger group of 75 patients was 
selected. The selection was made not on the 
basis of diagnosis but rather on the basis of 
symptoms. All were chronically disturbed, 
overactive, tense, agitated, at times destruc- 
tive and assaultive. Several patients were 
profoundly depressed and suicidal. The age 
of the patients varied between 16 and 60. 
Their diagnoses were as follows: 62 schizo- 
phrenic, 5 psychosis with mental deficiency, 
4 epileptic psychosis, deterioration, 2 involu- 
tional psychosis, mixed type, I psychosis with 
cerebral arteriosclerosis, 1 senile psychosis, 
mixed type. They had been continuously 
hospitalized for 2 to 20 years. All the pa- 
tients had previously been treated with chlor- 
promazine alone in doses up to 1200 mg. a 
day for 3-6 months with slight or no im- 
provement in the disturbed symptoms. The 
patients were then treated with a combina- 
tion of chlorpromazine and meprobamate 
for 3-6 months. The dose of chlorpromazine 
varied between 50 and 250 mg. t.i.d., and 
the dosage of meprobamate was from 400 to 
800 mg. t.i.d. At the end of their period of 
treatment with chlorpromazine and mepro- 
bamate, the patients were evaluated as fol- 
lows: 16 markedly improved, that is, in re- 
mission and able to be released from the hos- 
pital; 27 moderately improved, that is, usu- 
ally cooperative and adjusting fairly well to 
the hospital environment, but not well enough 
to live outside of a hospital ; 31 slightly im- 
proved, that is, a little easier to manage, but 
still manifesting excited, assaultive or de- 


1 Rockland State Hospital, Orangeburg, N. Y. 


structive behavior ; and 1 unimproved. 

In a subsequent study now in progress I 
found meprobamate very useful when added 
to the combination of chlorpromazine and 
proclorperazine in cases where the tension, 
agitation and restlessness persist even though 
the delusions and hallucinations may be 
fading. 

In my experience, therefore, when mepro- 
bamate is combined with chlorpromazine or 
with chlorpromazine and proclorperazine, it 
is extremely valuable in alleviating the over- 
activity, tension, excitement and anxiety of 
the psychotic. 

I have also found(1) that meprobamate, 
when used alone, is ineffective against the 
delusions and hallucinations of the schizo- 
phrenic. This seems to confirm the conclu- 
sions reached in an earlier publication(2), 
namely, that the tranquilizers have two sepa- 
rate and distinct clinical effects—a true tran- 
quilizing effect which calms the patient with- 
out impairing his mental acuity, and an 
anti-psychotic effect which combats the de- 
lusions and hallucinations of the schizo- 
phrenic. One effect may occur without the 
other. Thus, each tranquilizer can be evalu- 
ated as to the relative strength of its tran- 
quilizing effect and anti-psychotic effect. We 
can, therefore, list the 3 main groups of 
tranquilizers in the order of their tranquil- 
izing effectiveness as follows: meprobamate, 
phenothiazine derivatives, Rauwolfia alka- 
loids. But in the order of their anti-psy- 
chotic effectiveness they are: phenothiazines, 
Rauwolfia, meprobamate. 
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CASE REPORTS 


ELECTRIC SHOCK THERAPY IN THE TREATMENT OF A 
DEPRESSED PARAPLEGIC * 


JOSEPH E. PISETSKY, M.D.,2 ano FRANKLIN S. KLAF, M. 


Before the advent of muscle relaxant 
drugs such as succinylcholine, it was un- 
likely that electroshock treatment would have 
been administered to a paraplegic patient. 
The danger of fracture because of vertebral 
osteoporosis and weakened spines which fre- 
quently have been the site of one or more 
operations loomed large. The problem of 
recurrent infections particularly of the urin- 
ary system might have made therapists reluc- 
tant to undertake electroshock. No cases of 
traumatic paraplegia have previously been 
reported where this risk was assumed. 

Recently a case came to our attention 
where two factors led to the consideration 
of shock therapy. One was the existence of 
a fairly severe depression with suicidal pre- 
occupation and the other, the existence of 
persistent pain which had not responded to 
neurosurgical intervention and medication. 
It was felt that the depression might have 
intensified the psychological aspect of the 
pain which with the lessening of the depres- 
sion, might be more tolerable. 

The experience of one of us (JEP) in the 
treatment uf a schizophrenic paraplegic with 
insulin coma therapy led to the surmise that 
electroshock therapy could be administered 
without grave consequences. 

J. B., a 25-year-old, single, white, male Korean 
war veteran was admitted to the spinal cord injury 
center of the VA Hospital, Bronx, N. Y., in July, 
1956, three months after sustaining a traumatic 
transection of a cauda equina at the level of L 2. 
The injury was caused by a bullet wound acci- 
dentally inflicted by the patient’s father during a 
family argument. Ten hours after the accident, a 
laminectomy was performed from L1 to L3, with 
the finding of the cauda equina injury. The patient 
had the residua of paralysis of both lower extremi- 
ties and complete loss of sensation from L 2 to S 5. 
Subsequently, he complained of severe knife-like 


1From the Psychiatric Service, Dr. William 
Brown, Chief, Veterans Administration Hospital, 
Bronx, N. Y. 

2 Chief, Physiological Therapy Section. 

* Resident in Psychiatry. 
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pain in the left heel and right calf and foot, un- 
relieved by a variety of medications. In October, 
1956, a bilateral cordotomy at D 1-2 was done with 
no relief. In January, 1957, several bilateral para- 
vertebral sympathetic blocks were performed at the 
level of L2, L3 and L 4, both with saline and 1% 
Xylocaine. Temporary relief followed, with symp- 
toms returning within a few hours. A Xylocaine 
caudal block also resulted in only transitory im- 
provement. 

During treatment the patient went home on week- 
end passes. There he would drink heavily and abuse 
his parents with obscenities and outpourings of rage. 
On returning to the hospital, he was noted to be 
extremely depressed. Finally he ceased going home, 
became withdrawn and disinterested in hospital ac- 
tivities, and was a problem in ward management. 
He was seen by the psychiatric service, and suicidal 
ideas elicited. Psychotherapy? was attempted by 
establishment of rapport was practically impossible. 

In view of the rapidly deepening depression, sui- 
cidal ideation, and unrelieved pain, it was decided 
to give the patient a course of electroshock therapy. 
He was premedicated with atropine, given enough 
pentothal by the anesthetist (Dr. B. J. Ciliberti and 
staff) to attain sleep level, and received an average 
of 30 mgms. of anectine. Fifteen grand mal treat- 
ments were given. No complications from the use 
of the anesthetic agents or the electroshock were 
noted. He did run an intercurrent infection which 
responded to treatment and did not interfere with 
the electroshock therapy. During the course of the 
ECT, it was noted that the patient showed an 
elevation of both legs to a height of about 30° above 
the horizontal. 

Comment: This patient was able to complete a 
course of 15 electroshock treatments with no com- 
plications. There was some improvement in the 
degree of the depression and a subsidence of the 
suicidal preoccupation. No change had occurred 
in the sensation of pain or the psychological re- 
sponse to it. The patient did manifest some in- 
creased sociability and greater interest in off-ward 
activities. There was no essential difference in his 
resentful attitude and behavior towards his parents. 
He continued to drink and showed little desire for 
extramural living. 


Although depression and acting out beha- 
vior are very common in paraplegics, suicide 
has hardly been observed. 

SUMMARY 
A 25-year-old paraplegic with a severe 
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depression and suicidal preoccupation com- 
pleted a course of 15 electroshock treatments 
using anectine as a muscle relaxant. There 
were no complications during the course of 
the therapy. His depression improved and 
the suicidal preoccupation disappeared. 


BIBLIOGRAPHY 


1. Pisetsky, J. E.: N. Y. State J. Med., 55: 1623, 
June 1, 1955. 


2. Petrus, J., and Balaban, A. B.: 
Psychiat., 109 : 693, 1953. 
3. Nagler, B.: Am. J. Psychiat., 107: 49, 1950. 


Am. J. 


ACKNOWLEDGMENT 


We wish to offer our thanks to Dr. Karl Har- 
puder, Consultant on the Rehabilitation Service, 
and to Dr. Andor Weiss, Asst. Chief of the Physi- 
cal Medicine Rehabilitation Service, for their help- 
ful suggestions. 


FAILURE OF CONVULSIVE RESPONSE IN ELECTROCONVULSIVE 
THERAPY IN A PATIENT TREATED WITH 
ACETAZOLAMIDE (DIAMOX®) 


Report oF A CASE 
J. THOMAS UNGERLEIDER, M.D. 


Acetazolamide (Diamox®), unlike most 
anticonvulsants, has multiple other clinical 
uses. It is currently prescribed as a diuretic 
for the edema of congestive heart failure 
and drug sensitivity, for toxemia and edema 
of pregnancy, and for premenstrual tension, 
obesity and glaucoma(1). When a patient 
is on acetazolamide for any of these reasons 
its anticonvulsant action may be overlooked. 
Such was true of a man treated at Univer- 
sity Hospitals with electroshock for a psy- 
chotic depression while receiving this drug 
for glaucoma. There is a strong possibility 
that the acetazolamide was responsible for 
the patient’s high convulsive threshold. 


CASE REPORT 


The patient was a 79-year-old man who was hos- 
pitalized for 24 days in January 1958 with a 2-week 
history of anorexia, insomnia, agitation and the 
delusions that he had syphilis and was going bank- 
rupt. He had received electroshock therapy for 
identical symptomatology 2 years previously at an- 
other local hospital with dramatic improvement. 
However, since a different type of electroshock 
apparatus was then employed, we cannot use the 
data for comparative purposes. 

All treatments here were given with an Offner 
Electroshock Apparatus, Type 733, with constant 
voltage (110-125 volts) and alternating current. 
The patient received 0.6 mgm. atropine subcuta- 
neously 4 hour pretreatment, and 160 mgm. sodium 
thiopental plus succinyldicholine ? intravenously at 
the time of each treatment. Because of chronic 
glaucoma the ophthalmology resident prescribed 
acetazolamide, 1.0 gm. daily, to prevent an ocular 
crisis from the atropine premedication. 


1 Assistant resident, department of psychiatry, 
University Hospitals of Cleveland, Cleveland, Ohio. 
2 Anectine ®. 


A total of 8 electroshock treatments were given 
over a 2 week period with seizures occurring only 
with treatment numbers 7 and 8. Either duration 
of current or amperage were increased for each 
treatment and the succinyldicholine was reduced 
stepwise from 60 to 40 mgms. and kept at the latter 
level to prevent muscle relaxant masking of the 
seizures. The patient’s first treatment was at our 
standard level,-1.5 seconds duration of current and 
500 milliamps. We have found empirically that 
this is sufficient to induce a grand mal convulsion 
in well over 90% of patients treated. The patient 
subsequently failed to convulse with a 2 second 
duration of current at 500, 650, and 750 milliamps 
as well as with a 3.0 second duration of current 
at 500 milliamps. In our experience it has been 
most rare that a 3 second duration of current has 
been necessary to induce a convulsion. Grand mal 
seizures were finally obtained twice, at 3 seconds 
duration of current and 650 milliamps, and immedi- 
ate sustained clinical recovery occurred. 


DISCUSSION 


It was not until the 8th treatment that we 
realized our oversight in continuing to ad- 
minister acetazolamide throughout the course 
of electroshock. It would have been infor- 
mative to have scheduled additional electro- 
shock therapy several days after discontin- 
uation of the acetazolamide. However, in 
view of the fact that the patient was then 
well, we did not feel justified in pursuing 
this course. 

The elevation of the seizure threshold, as 
is suggested by this case, is used in experi- 
mental animals for the screening of drugs 
with anticonvulsant properties(2, 3). Aceta- 
zolamide is a sulfonamide derivative which 
acts as a carbonic anhydrase inhibitor. It 
is well known that this drug raises the con- 
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vulsive threshold and it is currently em- 
ployed for prevention of both grand and 
petit mal seizures in the treatment of epi- 


lepsy(4, 5)- 
SUMMARY 


A case history is presented which suggests 
that acetazolamide (Diamox®), here used in 
the treatment of glaucoma, elevated the con- 
vulsive threshold of a patient being treated 
with electroshock therapy for a psychotic 
depression. The anticonvulsant property of 
this drug should not be overlooked when 
considering a patient for electroconvulsive 
therapy. 


ADDENDUM 


After this paper was submitted for publi- 
cation, a one gram daily dose of acetazola- 


mide was given for 2% days to a 27-year-old 
paranoid schizophrenic male who had 
already received 11 electroshock treatments 
and had convulsed each time at 1% seconds 
and 500 milliamps. He failed to have a 
seizure following acetazolamide administra- 
tion until the current was raised to two 
seconds duration and after discontinuance 
of the drug he had 2 seizures at his forme: 
current level. 
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WILL POWER 


When our will commands and seems, we know not how, to be obeyed by our bodies 
and by the world, we are like Joshua seeing the sun stand still at his bidding; when one 
commands and nothing happens, we are like King Canute surprised that the rising tide 
should not obey him; and when we say we have executed a great work and re-directed 
the course of history, we are like Chanticleer attributing the sunrise to his crowing. 


—SANTAYANA 
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COMMENT 


THE 1958 ANNUAL MEETING 


The 114th Annual Meeting of The Ameri- 
can Psychiatric Association was held in San 
Francisco, California, with headquarters at 
the St. Francis Hotel, May 12 through May 
16, 1958. Business meetings and scientific 
sessions were held in the Civic Auditorium. 
Dr. Harry C. Solomon, President of the As- 
sociation, called the meeting to order for 
the official opening session at 9:30 a.m. on 
May 12. Addresses of welcome were pre- 
sented by Harold S. Dobbs, Acting Mayor 
of San Francisco, and Dr. Robert C. 


Combs, President of the San Francisco ° 


Medical Society. A greeting to the mem- 
bers of the Association from the President 
of the United States was read by Dr. Solo- 
mon. Memorials for two past presidents of 
the Association who have died within the 
last year, Dr. William Sandy and Dr. R. 
Finley Gayle, Jr., were read by Dr. Arthur 
P. Noyes and Dr. David C. Wilson. Dr. 
Daniel Blain, Medical Director of the As- 
sociation, presented his annual report in 
which be briefly reviewed the highlights 
of his ten years in this position. The growth 
and development of the District Branch 
movement was the subject for the report 
of Dr. David C. Wilson, retiring Speaker 
of the Assembly. The Chairman of the Ar- 
rangements Committee, Dr. Alfred Auer- 
back, pointed out special activities and 
social functions available during the week 
of the meeting. Dr. Karl M. Bowman, 
Chairman of the Program Committee, 
spoke about the new features of this meet- 
ing, amongst which was a series of short 
papers with no discussants, making it pos- 
sible to have a greater number of papers 
presented. A total of 181 scientific papers 
and 22 round tables were included in this 
program. The Secretary announced the 
official membership count as of March 31, 
1958, to be 9,801, and the Treasurer, Dr. 
Jack R. Ewalt, reported on the financial 
condition of the Association (his complete 
report will be included in the Annual Pro- 


ceedings of the Association, to be published 
in a future issue of the JournaL). Dr. 
John I. Nurnberger presented the Hof- 
heimer Prize to James Olds, Ph. D., of the 
University of Michigan, for research re- 
ported in his paper, “Self-Stimulation of the 
Brain ; Its Uses to Study the Local Effects 
of Hunger, Sex, and Drugs.” Honorable 
mention was accorded to Hans H. Strupp, 
Ph. D., for research on “The Psychothera- 
pist’s Contribution to the Treatment Proc- 
ess,” and to Joseph Schachter, M. D., 
Ph. D., for his study on “Pain, Fear and 
Anger in Hypertensives and Normoten- 
sives.” The annual Isaac Ray Award was 
presented by Dr. Frank J. Curran to Dr. 
Alastair M. MacLeod of Montreal, for his 
outstanding contribution to the progress of 
understanding between law and psychiatry. 
The Mental Hospital Award will be pre- 
sented next fall at the Mental Health In- 
stitute. 

Election of new members took place at 
this session and the total count, including 
those newly elected, now stands at 10,536. 
This was followed by the Presidential Ad- 
dress delivered by Dr. Solomon. It was one 
of the most challenging and thought-pro- 
voking of recent years, in which Dr. Solo- 
mon emphasized the importance of con- 
sidering alternative facilities to replace the 
large public mental hospitals, and further- 
more postulated that a broadening of the 
membership of the Association to include 
other specialties and objectives, would 
greatly strengthen its leadership role. Dr. 
Gerty, President-elect, was respondent. 
The close of the first business session was 
marked by the Benediction delivered by 
Reverend Ferguson following a period of 
silence in memory of the members of the 
Association who had died since the last 
annual meeting. 

The second business session was called 
to order Tuesday afternoon at 2: 00 p.m., 
May 14. Dr. Evelyn Ivey reported for the 
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Board of Tellers, announcing the results 
of the election of officers for 1958-1959 : Dr. 
William Malamud, President-elect ; Dr. C. 
H. Hardin Branch, Secretary ; Dr. Robert 
H. Felix, Treasurer ; Dr. David C. Wilson, 
Vice-President ; Dr. William B. Terhune, 
Vice-President. The incoming Councillors : 
Dr. Dana L. Farnsworth, Dr. Lawrence 
Kolb, Jr., and Dr. Robert T. Morse. Dr. 
Ivey also announced the result of the ballot- 
ing on the Amendments. These consisted of 
three propositions—Numbers 1 and 2 deal- 
ing with the adjudication of ethical griev- 
ances and Number 3 making it legal to read 
just the names of the successful candidates 
for office without giving the number of 
ballots cast for or against. The latter, how- 
ever, will be available in the office of the 
Secretary for any member who wishes to 
see them. All three Amendments were ap- 
proved by a very large majority. Reports 
were then presented by the three Coordi- 
nating Committee Chairmen. Dr. Frank J. 
Curran gave the report for the Committees 
on Technical Aspects of Psychiatry, Dr. 
Wilfred Bloomberg for the Committees on 
Professional Standards, and Dr. Paul Lem- 
kau for the Committees on Community 
Aspects of Psychiatry. After a brief recess 
the annual Convocation ceremony in honor 
of the newly elected Fellows of the Associa- 
tion, took place, with Dr. Gerty reading the 
objectives of The American Psychiatric As- 
sociation, followed by a statement on the 
meaning of Fellowship in the Association 
by Dr. Malamud and a welcome to the new 
Fellows by Dr. Solomon. Dr. J. R. Rees of 
London, England, Director of the World 
Federation of Mental Health and an Honor- 
ary Fellow of The American Psychiatric 
Association, gave the Fellowship lecture 
entitled, “The Way Ahead.” Dr. Jack R. 
Ewalt discussed this lecture. 

The next business session was held on 
Wednesday morning, May 14, in the main 
arena of the Auditorium. The Secretary 
made his report to the membership, re- 
viewing the actions of the Council since the 
last annual meeting and these were then 
approved on motions from the floor. Cer- 
tificates for those retiring from office in 
‘the Association were presented to the 


officers, the Councillors, and Chairmen of 
Committees. A special feature of this ses- 
sion was a showing of slides taken of the 
new APA Central Office in Washington, 
with comments by Dr. William B. Terhune, 
Chairman of the Building Fund, and Mr. 
Robert L. Robinson, Public Information 
Officer. Some forty-five science writers from 
the nation’s leading newspapers and wire 
_—r reported the meeting to the pub- 
c. 

On Wednesday evening, the annual ban- 
quet was held in the Fairmont Hotel, with 
a dance and floor show following. Seven 
hundred and twenty-six persons attended 
the banquet. At this event, a special tribute 
to Dr. Daniel Blain was read by Dr. Solo- 
mon, in recognition of Dr. Blain’s ten-year 
service as Medical Director of the Associa- 
tion, his contributions to the profession and 
to the development of the Association. 

At the final business session on Friday 
morning, May 16, the Secretary reported 
the actions taken by the Council at its 
meeting on May 15. It was announced that 
Dr. Blain would be succeeded as Medical 
Director by Dr. Matthew Ross when the 
resignation of Dr. Blain becomes effective 
on September 1, 1958. The Assembly of 
District Branches announced its officers for 
the next year : Dr. Walter Obenauf, Speak- 
er ; Dr. Alfred Auerback, Deputy Speaker ; 
and Dr. John R. Saunders, Recorder. The 
following new District Branches were ap- 
proved unanimously by the membership : 
Intermountain, Mississippi, Tennessee, 
Queens, Delaware, and Northern Indiana. 
During this session Dr. Solomon presented 
the gavel to Dr. Gerty, signifying his as- 
sumption of the Presidency, and the 114th 
Annual Meeting was officially closed at 
5: 00 p.m. on May 17. 

The meeting stood out as one of the 
finest in the history of the Association and 
was highly successful both scientifically 
and socially. The total attendance was as 
follows: Members—1,865; Wives—636 ; 
Non-members—906 ; Exhibitors—256 ; Press 
—45 ; total attendance, therefore, was 3,708. 
The success of the meeting was largely due 
to the leadership, guidance, and great 
amount of energy devoted to the affairs of 
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the Association by its President, Dr. Harry 
C. Solomon, and the harmonious coopera- 
tion of the entire membership, officers and 
committees. Special recognition and thanks 
should go to those who have helped in 
making this success possible, more particu- 
larly Mr. Austin M. Davies, the Executive 


Assistant, Dr. Blain and Messrs. Robinson 
and Turgeon of the Central Office, and 
members of the staff of both of these offices, 
as well as the Committees on Arrangements 
and Program. 
M. D., 
Secretary 


SHOP TALK 


Secretary Malamud, in reporting at the 
annual meeting of The American Psychi- 
atric Association in San Francisco the pro- 
ceedings of the Council and Executive 
Committee during the year 1957-58, an- 
nounced that Council had authorized a 
contract with The Dartmouth Printing Co., 
of Hanover, N. H.,. transferring the print- 
ing of the AMERICAN JOURNAL OF 
PSYCHIATRY, official journal of the APA, 
to that Company from the Lord Baltimore 
Press of Baltimore, Md., effective July 1, 
1958. 


It will be readily understood that this 
transaction involves endless details and the 
expenditure of a great amount of time and 
work on the part of both printers as well 
as very considerable organizational work by 
the Business Manager of the Journal and 
planning in the editorial office. 

Every effort is being made by all con- 
cerned that our printing schedule may be 
disturbed as little as possible. It is inevi- 
table, however, that the appearance of the’ 
first issue (July) of the 1958-59 volume of 
the Journal will be delayed. 


THE BALANCE 


No human being is entitled to any “right,” any privilege, that is not correlated with 


the obligation to perform duty. 


For one failure in the history of our country which is due to the people not asserting 
their rights, there are hundreds due to their not performing their duties. 


—THEODORE ROOSEVELT 
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NEWS AND NOTES 


Protection Acatnst Po.to.—Children 
as young as two or three months should 
have their first shot of Salk vaccine, accord- 
ing to Dr. Thomas M. Rivers, medical di- 
rector of the National Foundation for In- 
fantile Paralysis. 

Dr. Rivers advised that immunization dur- 
ing baby’s first year follow the schedule sug- 
gested by the American Academy of Pedi- 
atrics. Accordingly, infants of two months 
can be given their first DPT shot and at the 
same time their first Salk shot. During their 
third month, infants can be given their sec- 
ond DPT shot and their second Salk shot. 
The third DPT shot is given at 4 months; 
smallpox vaccination is given at 6 months and 
the third polio shot at 10 months. 


OF MepicaL Reviews.— 
The National Library of Medicine announces 
the publication in June of the third annual 
volume of the Bibliography of Medical Re- 
views. The 1958 volume includes 2,300 re- 
view articles listed in the Current List of 
Medical Literature, along with some 600 non- 
current list articles. 

The reviews are listed by subject with a 
separate author index, with approximately 
2,900 references to review articles in clinical 
and experimental medicine and alliéd fields 
which have appeared in 1957. 

Copies of Volume 3 for 1958 may be ob- 
tained from the Superintendent of Docu- 
ments, U.S. Government Printing Office, 
Washington 25, D.C. Price, $1.25. 


Kaun ARRANGEMENT TEST.— 

A seminar on the Kahn Test of Symbol 
Arrangement (Am. J. Psychiat., Feb., 1958) 
will be held in Wiesbaden, Germany, July 14- 
25, 1958. Tuition is $25.00 for the 2 weeks. 

Participants: Dr. Friederich Kruse and 
A. Eikel, psychologist (evaluation of chil- 
dren with the Kahn Test) ; Dr. R. Froelich 
and Dr. A. Turner, (diagnosis) ; J. Gamble, 
M.A. (scoring and administration). 

For further details write: Herrn Diplom 
Psychologe Klaus D. Hartmann, Kleist- 
strasse 11, Wiesbaden, Germany. 
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Nevuro.eptic Drucs IN PsyYCHIATRY.— 
A conference on Psychodynamic, Psycho- 
analytic and Sociologic Aspects of the Neu- 
roleptic (Tranquilizing) Drugs was held in 
Mcntreal, April 11-13, 1958, under the aegis 
of the Departments of Psychiatry of McGill 
University Faculty of Medicine and Queen 
Mary Veterans Hospital. 

Proceedings of the Conference are to be 
published at a later date in book form. 


MemoriaL Funp.—The Mil- 
bank Memorial Fund has published a bro- 
chure, “An Approach to the Prevention of 
Disability from Chronic Psychoses” contain- 
ing three articles dealing with the open men- 
tal hospital within the community. The first 
is “Ingredients of a Rehabilitation Pro- 
gram”; by Robert C. Hunt; the second, 
“Hospital-Community Relationships” by 
Duncan Macmillan; and the third, “Legal 
and Administrative Implications of Reha- 
bilitation” by Robert H. Felix. This ma- 
terial represents the proceedings of the 34th 
annual conference of the Milbank Memorial 
Fund, 1957, Part I. 


Dr. MALAMup APPOINTED RESEARCH 


Director For N.A.M.H.—Dr. William 
Malamud, chairman of the division of psy- 
chiatry at Boston University School of Medi- 
cine and psychiatrist-in-chief at the Massa- 
chusetts Memorial Hospital will resign these 
posts to become research director of the Na- 
tional Association for Mental Health, Sep- 
tember 1, 1958. 

Dr. Malamud will direct a new program 
to allocate grants to research scientists in- 
vestigating mental illness with the support 
of a portion of the Association’s annual fund 
raising campaign receipts. 

Dr. Malamud has long been associated 
with the mental health field and currently 
serves as director of research for the Scot- 
tish Rite and N.A.M.H. committee on schizo- 
phrenia research. He is also director of the 
American Board of Psychiatry and Neu- 
rology and president-elect of The American 
Psychiatric Association. 
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NortH Pactric Society or NeEuROLOGY 
AND PsycHiAtry.—The following officers 
were elected at the annual meeting of the 
North Pacific Society of Neurology and Psy- 
chiatry held in Victoria, B.C., Canada, 
April 11-12, 1958: 

President, John W. Evans, M.D., Port- 
land, Ore. ; president-elect, J. Lester Hender- 
son, M. D., Seattle, Wash. ; secretary-treas- 
urer, Robert M. Rankin, M.D., Seattle, 
Wash. ; executive committee: Robert Dow, 
M. D., Portland, Ore. ; Peter Lehman, M. D., 
Vancouver, B.C.; and Wallace W. Lindahl, 
M. D., Seattle, Wash. 


INDEX OF PSYCHOANALYTIC WRITINGS.— 
Three volumes of the Jndex have now been 
published, and the fourth volume is expected 
to be in the hands of the subscribers by the 
end of November 1958. Volume Five, the 
subject index volume, will follow shortly 
thereafter. 

The cut-off period of The Index of Psy- 
choanalytic Writings is the year 1952, except 
for authors who have died since that time. 
In order that the bibliographies of these au- 
thors may be complete, their writings pub- 
lished after 1952 will be included in the 
Index. 


Kindly send additions and corrections as 
soon as possible either to International Uni- 
versities Press, 227 West 13th St., New 
York 11, N. Y., or to Alexander Grinstein, 
M.D., 18466 Wildemere Ave., Detroit 21, 
Mich. 


East Bay Psycuiatric AssociATION.— 
The officers of this society for the year 1958 
are as follows: president, Dr. William M. 
McGaughey, Oakland, Cal.; president-elect, 
Dr. Richard Sutherland, Oakland, Cal.; sec- 
retary, Dr. Allen Mariner, San Leandro, 
Cal.; treasurer, Dr. Frederick R. Ford, 
Berkeley, Cal.; councillors: Dr. Irving Berg 
and Dr. Roger Owen of Berkeley, Cal. 


PsycuiATric Reports No. 8. 
—The eighth volume in this series of re- 
ports consists of papers presented at the 
Regional Research Conference of the A.P.A. 
held in Syracuse, New York, April 5-6, 1957, 
under the general heading “Research in 
Affects.” 

Copies may be ordered from Psychiatric 
Research Reports, American Psychiatric 
Association, 1700 Eighteenth St., N.W., 
Washington 9, D. C. Price $2.00. 


DOGMA AND PREJUDICE 


There are two things, and two things only, for the human mind—a dogma and a preju- 
dice. The Middle Ages were a rational epoch, an age of doctrine. Our age is, at its best, 
a poetical epoch, an age of prejudice. A doctrine is a definite point; a prejudice is a 


direction. 


—G. K. CHESTERTON 
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THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certified by this 
Board after examination in San Francisco, Cal., 
March 17-18, 1958. 


PSYCHIATRY 


Adams, Reta, Camarillo State Hosp., Camarillo, Calif. 

‘Addison, William am umbus State Hosp., 1960 W. 
Broad St., 1 

Ainslie, John Du rham, Mental Hygiene Clinic, P.O. 
Box 1791, Miami 

Anderson, Arthur Wesley, Jr., Topeka State Hosp., Topeka, 


Kans. 
Antel, John J 10 Byron, Palo Alto, Calif. 
Baker, Joseph = Davidson County Hosp., Nashville 8, 


Ten 
Beisser, Arnold Ray, Metropolitan State Hosp., Norwalk, 


Berkovitz, Irving H., Suite 201, 427 North Camden Dr., 
Hille, Cal. 

Bermak, don E., 5656 De. 

Blackman Benjamin, 400 Demiag Ft + sq, 
oar rancis Armstrong, ic cese osp., 
and Ellis Ave., Chicago 16, IIl. 

Bonn, Ethel M.,'V.A. Topeka, K 

Bourg, Donald J., 1733 High Colo. 

on acques G., 1538 North Hayworth St. .» Los Angeles 


py Raymond Alan, 49 Fourth St., San Francisco, Cal. 
Buffington, Jack Mortimer, 111 North ‘Wabash Av., Chicago 


Bull, Christopher Territorial Hosp., Kaneohe, Hawaii 

Burns, Warren W., Norwich State Hosp., Norwich 7 

Campbell, D., Crownsville State Hosp., Crowns- 
ville, 

Cartwright, Douglass Sebastian, 2206 Steiner St., San 
Francisco, 

Cohen, Theodore ‘B., Presidential Apts., D-104, Philadelphia 


Pa. 
Cole: 36 Ave., Salt Lake Utah 
ook, V.A. Hosp., 
Francisco 9, 


‘al. 
Davie, Carter, 2504 Ashby Ave., Berkeley 5, Cal. 
183 


a. obert Reynolds, 15 Petersen’ Way, Castro Valley, 
Dillon, Lowell O., Columbus State Hosp., Columbus 15, 


Thomas M., 226 Crescent Way, Salinas, Cal. 
Mark, 416 North ford Beverly 
ills, 


Doyle, John Pp. 530 pve Ave. i San Mateo, Cal 

Edwards, William ., Jr., Sheppard 4 Enoch Pratt 
Hosp., Towson 4 

Mount Zion Hosp., 1600 Divisadero 
St., San Francisco 15, 

> nstein, Sherman C., 25 East Washington St., 


Fine, Roswell H., 1114 Irwin St. am Rafael, Cal. 
Fisher, Albert Lee VAH Hos: 
Fleeson, William, ‘Univ of Minneapolis 


Figgeh Martin Bernard, Hawthorn Center, Northville, 
Polinsbee, Marjory C., 2209 Webster St., San Francisco 15, 
Forrer, Graydon Randolph, 307 East Court St., Flint 3, 
Friedlander, Richard K., 2026 Green St., San Francisco 23, 


Fri Carl M., 16161 Ventura Blvd., Encino, Cal. 

Gianascol, Alfred 7 Langley Porter Clinic, Parnassus & 
First Aves., San Francisco 22, Cal 

Goldhilt, Paul M., 545 Central Ave., Cedarhurst, L. I., 


Greenberg, Richard M., 450 Sutter St., San Francisco, Cal. 
Gogae Benjamin L., 2107 Van Ness Ave., San Francisco 9, 


Summerfield, Langley Poster Clinic, Par- 
nasus & First Aves., San Francisco, L 

Hannum, John, 7 High St., Denver 18, Colo. 

Herbert, Philip S., Jr., 12 East 66th St., New York 21, 


N. 
Hinman, Frederick J., 8214 San Benito Way, Dallas 18, 


Hit Bertrand, Birk Bldg., 718 Granville St., 
Vancouver 1, B. 

Houck, George William,” Neurological Hosp., 2625 West 
Mo. ton, Chicago 2, Tl 
, Marcia st Washington icago 
Gerald F., ime » Beverly Hil Hills, Cal. 


Chicago 2, 


ampolsky, Gerald G., 710 C San Rafae 
ones, Robert Kemp, Topeka State Hosp., ‘Topeka, Kans. 
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Keith, Michael J., 745 Graydon .» Norfolk 

Kern, William, Camarillo State Hosp., Camarillo, Calif. 
Knutsson, Katherine H ., 261 Hamilton Ave., Palo Alto, Cal. 
meus, Hotere Robert B., entral West, New York 23, 


Labin, Albert. Dusting ham Rd., 4 eles 8, 
a Charies Walter, 328 Berkeley Rd ndianapolis 8 > 


Lehmann Herbert o Sutter St., Ses Francisco 8, Cal. 
ack Kings’ 200 N. Mateo San Mateo, 
M., 1420 Medical Arts Brig. Dallas, Tex 
St., Boulder, Colo. 
Moraga Heway., Orinda, Cal. 
lami a Gp., Suite 415, 
raham ‘Bide. Miami, 


MacRobbie, D. Stuart, 291 Telegraph Ave., a 5, Cal. 
Marcus, id M. +» 186 rth Canon Dr., Beverly Sills, 


Martin, Joe M., St. Mary Hosp., Scottsbluff, Neb. 
ar .* Robert Louis, 3261 lay St., San’ Francisco 15, 


Maxfield, Wesley B., Jr., Patton State Hosp., Patton, Cal. 

Meredith, Charles Eymard, Connecticut State Hosp., Middle- 
town, Conn. 

Micon, Lesnar, 3246 Scott St., 

Miller, 


ich. 
motte, ¢ Charles W., Bellingham Med. Center, Bellingham, 
Motto Jerome Arthur, 1379 Third Ave., San Francisco 22, 


Motzenbecker, Francis P., Jr., 2514 Betlo Ave., Mountain 
iew 

Murray, Richard W. Oakland Cal. 

Nazario Rodriguez, R arcelona Esq. Campc? 122, Urbani- 
zacion Valencia, Rio Piedras, voary Rico 

Norton, Janice, 4200 E. Ninth Soawer 20, Colo. 

Ogle, William Ce Columbia St., Seattle 4, Wash. 

Oken, Donald, Hosp., 29th & Ellis Ave., 
Chicago 16, 

O’Shea, John J., 30 Kenney St., Needham, Mass. 

Peal, James Albert, St., Berkeley 2, Cal. 

Pelatowski, Robert, Mendocino State Hosp., Talmage, Cal. 

Pitts, Kenneth E., 937_ Pemberton, Grosse Pointe 30, Mich. 

Plazak, Dean James, Boulder Med. Center, 2750 Brway., 
Boulder, Colo. 

Pouteau, Jean L. M., 609 Montecillo Rd., San Rafael, Cal. 

Powell, Carol Wineinger, Univ. of Kansas Med. Center, 
Kansas City 12, Kans. 

Prentice, Stanley z., 289 Engle St., Tenafly, N. J. 

Rhoden, Jackson A., 2720 Capitol Ave., Sacramento 16, Cal. 

Rodriguez, Rigoberto 750 S. State’ St., El Til. 

Rodriguez-Perez, Manuel Antonio, 783 Diana , Urb. Dos 
Pinos, Rio Piedras, Puerto Rico 

ae Kenneth, 435 North Bedford Dr., Beverly Hills, 


1 
Sabshin, Melvin, Michael Reese Hosp., 29th St. & Ellis 
hicago 16, Ill. 


ve., 

Sadow, Leo, i, East Washington St., Chicago 2, Ill. 

Satersmoen eodore, Pontiac State "Hosp., Pontiac, Mich. 

Scher, Jordan Mayer, Northwestern Univ. Med. Sch., 303 
E. Chicago Ave., Chicago 11, Ill. 

Schiff, Samuel Barrett, V.A. Hosp., Topeka, Kans. 

Schlesinger, Kurt, 2340 Sutter St., San Francisco 15, Ce. 

Schnack, George F., 53 East 67th St., New York 21, 

Schrut, Albert H., 12773 Brooklake’ St., Los Angeles “ 


Schwartz, Arnold David, State of Calif. 
Health, “ase Berkeley Way, Berkeley « 

Selesnick, Sheldon Theodore, 409 North Camden Dr., 
Beverly Hills, Cal. 

R., 10640 Santa Monica Blvd., Los Angeles 


Sills, Theodore H., Dayton State & Receiving Hosp., Day- 
ton 1, io 

Silzer, Herta, 1610 Vallejo St., San Francisco ah Cal. 
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Duffy, Philip Edward, Univ. Hosp., 150 Marshall St., 
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* Denotes Supplementary Certification. 


EXCRESCENT POPULATION 


. the present accelerated upsurge of population in the world cannot be disregarded 
without disaster. The trends predicted by Malthus are apparent today. The world popu- 
lation has more than quadrupled since 1650, but the average yields of food crops per unit 


area of land generally have been increased at a much lower rate... . 


There is no cause 


for complacency about the future so long as population increases at the present rate. . . . 
Some measure of population control is necessary. Mankind ultimately must live within 
his resources or suffer the consequences of the controls imposed by nature. 


—WarreEN H. Leonarp, 
Professor of Agronomy, 
Colorado State University. 
(The Scientific Monthly. Sept. 1957) 
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BOOK REVIEWS 


Tue LaNGuaGe or VALug. Edited by Ray Lepley. 
(New York: Columbia University Press, pp. 
428, 1957. $6.50.) 

Several years ago edited an invaluable volume of 
essays entitled Value: A Cooperative Inquiry (New 
York: Columbia University Press, 1949) in which 
John Dewey’s challenge to philosophers to reexam- 
ine some of the fundamental issues underlying the 
nature and status of value was taken up. In the 
present volume the common theme is the language 
of value, different aspects of which are dealt with 
by the eleven contributors as follows: Willis Moore, 
“The Language of Values,” E. S. Robinson, “The 
Languages of Sign Theory and Value Theory,” 
Charles Morris, “Significance, Signification, and 
Painting,” S. C. Pepper, “Evaluation and Dis- 
course,” E. M. Adams, “Empirical Verifiability 
Theory of Factual Meaning and Axiological Truth,” 
Ian McGreal, “The Third Man,” A. Campbell Gar- 
nett, “A Non-Normative Definition of ‘Good,’” 
Herbert Fingarette, “The Judgmental Functions of 
Moral Language,” R. B. Brandt, “Some Puzzles 
For Attitude Theories of Value,” Harold N. Lee, 
“The Meaning of ‘Intrinsic Value,’” Robert S. 
Hartman, “Value Propositions.” 

The short Introduction is followed by the above 
essays as Part I, and the latter is followed by Part 
II consisting of critical discussions of the essays 
by all the contributors and the editor. 

Since value theory is likely to play an increasingly 
important role in the future development of the 
behavioral sciences, it seems to the reviewer rather 
an odd omission to have foregone the contributions 
of a number of behavioral scientists who could have 
lent a great deal more body to this volume than it 
at present possesses, This, however, may be an 
unfair criticism since the work was planned and 
constituted by philosophers. My point, however, 
would be that philosophers alone are incapable of 
solving the problems of axiology. I think that phi- 
losophers are operating at a level insufficiently in- 
tegrated to enable them to solve those problems, 
and that they need the knowledge and the insights 
that can be provided by those who can actually 
bring the effective knowledge to bear upon the 
solution of the problems with which they deal. How- 
ever that may be, the present volume represents 
a very real contribution toward the clarification of 
the normative and formal aspects of the subject. 

AsHLey Monracu, 
Princeton, N. J. 


Tueortes oF Personauity. By Calvin S. Hall and 
Gardner Lindsey (New York: John Wiley & 
Sons, 1957, pp. 572. $6.50.) 


PeRsPECTIVES IN PERSONALITY THEORY. Edited by 
Henry P. David and Helmut von Bracken 
(New York: Basic Books, 1957, pp. 435. $6.50.) 


The two books listed above represent a signifi- 
90 


cant contribution to the growing body of literature 
that attempts to penetrate the tantalizing curtain 
which obscures the truths of human personality de- 
velopment and function. They are similar in that 
they both, in their own way, review the current 
status of personality theory. 

Hall and Lindzey’s volume arranges its material 
around various themes in an organized, formal and 
textbook manner so that the interested person may 
find comparable surveys of the main existing the- 
ories gathered together in one source. The intro- 
ductory chapter gives a brief history, contemplates 
what is personality and what is a theory, ard then 
enumerates the points on which the following com- 
parison of theories will be constructed. A chapter 
is devoted to presenting each theory or group of 
similar theories in a positive manner, along with 
a short description of the men who created them 
and a brief critique, although it was not the 
authors’ primary intention to evaluate. The vast 
scope of this work may best be illustrated by list- 
ing the topics discussed: Freud’s Psychoanalytic 
Theory, Jung’s Analytic Theory, Social Psycho- 
logical Theories: Adler, Fromm, Horney and Sul- 
livan, Murray’s Personology, Lewin’s Field Theory, 
Allport’s Psychology of the Individual, Organismic 
Theory (Kurt Goldstein, Andras Angyal, Abra- 
ham Maslow and Prescott Lecky), Sheldon’s Con- 
stitutional Psychology, Factor Theories (H. J. 
Eysenck and Raymond C. Hill), Stimulus-Response 
Theory (John Dollard, Neal Miller, Robert R. 
Sears and O. Hobart Mowrer), Rogers’ Self 
Theory and Murphy’s Biosocial Theory. A final 
chapter compares the various presentations on the 
basis of 18 points, such as purpose, unconscious 
determinants etc. No attempt is made at integra- 
tion because Hall and Lindzey feel strongly that 
the time for synthesis will come only after the 
empirical utility of these various concepts has been 
thoroughly demonstrated. In the meantime, the 
extension of any given theory by rigorous research 
will be most productive. 

The second volume is the initial offering under 
the auspices of the International Union of Scientific 
Psychology and the product of a symposium held 
at the Fourteenth International Congress of Psy- 
chology at Montreal in 1954. Gordon W. Allport, 
who had suggested the symposium’s topic of Euro- 
pean Characterology, opens the book with an over- 
view of what follows, by contrasting the Anglo- 
American theories with those of the European 
continent. He finds that the Anglo-American work, 
based largely on ideas borrowed from continental 
sources, is more Lockean (rather than Leibnitzian 
and Kantian) and shows in greater amounts con- 
cern for parts than the whole, optimism, interest 
in such diverse approaches as the use of brain 
models and social interaction, and emphasis on 
rigorous positivism. 

The second part of this work is devoted to sepa- 
rate discussions of the trends of thought about per- 
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sonality in the following European countries: Ger- 
many, Switzerland, Great Britain, Italy and France. 
As the chapters are written by different authors, 
the coverage is necessarily uneven, varying from 
Italy where psychology is largely nonexistant to an 
excellent survey of contemporary British thinking. 
This section is most helpful in giving clues to work 
being done in other countries but one must regret 
that longer, more detailed surveys could not have 
been possible. With an increasing international 
interest, they will probably appear in other sources 
eventually. 

The third division, devoted to theory, has chap- 
ters on possible neurohumoral factors in person- 
ality function, on the concept of growth and energy 
which includes a discussion of thermodynamics, 
and on psychoanalytic theory with a favorable con- 
clusion but with the recommendation that further 
investigation is needed regarding social factors and 
conscious motivation. Discussions continue on basic 
behavioral dynamics suggesting that they should be 
viewed as object-related, on the definition of 
existential psychology illustrated by its application 
to the delineation of femininity, on the German con- 
cepts of the stratification of the mind and also of 
personality, and conclude with a presentation of 
some current German research projects on char- 
acter change. 

Part four deals with methodology as exemplified 
by the Four Picture Test, the phenomenological 
approach to characterology and the work of Werner 
Wolff on experimental depth psychology. The final 
section consists of commentaries by H. J. Eysenck 
who, with his customary emphasis on a rigorous 
scientific approach, tears into the German stratifi- 
cation theories and psychoanalysis, by Frederick 
Wyatt who pleads for an improved logic and sys- 
tematic methodology of the qualitative procedure 
in psychology, and by David McClelland who gives 
an excellent and measured sense of direction for the 
future of a science of personality. Along with the 
reference given after each chapter, there is appended 
a very useful selected and annotated bibliography of 
some 300 articles and books largely published since 
1950. A barely adequate index is included. 

Both of these books should find wide-spread use 
and will become standard volumes. The student of 
psychology and psychiatry at any level of training 
and experience will find Hall and Lindzey’s vol- 
ume valuable and interesting. It should find much 
use as a text as well as a reference. David and 
von Bracken’s volume will appeal more to the 
advanced student and the researcher as a reference 
monograph. As it deals more with the flux and 
controversies of current work and theory, it is in 
many ways more alive and stimulating. 

Eric T. Cartson, M.D., 
New York Hospital, N. Y. 


PoLk Papers or ’57. (Polk, Pa.: Polk State School 
Canteen Fund, 1957.) 


This booklet, published by the Polk (Pa.) 
State School Canteen Fund, represents a collection 
of papers, which, according to Dr. Gale H. Walker, 
the superintendent, “were written by members of 


the staff of the Polk State School and delivered 
before the Employees’ Professional Meetings be- 
tween September, 1956, and May, 1957.” It would 
appear that these papers were part of an educa- 
tional program for employees. It is the opinion of 
the superintendent that the results far exceeded 
his expectations and therefore it was decided to 
share these papers with others. 

The papers are well written and cover a wide 
variety of subjects, to mention a few, medicine, 
nursing, psychology, education, dietetics, religion, 
laboratories and even the use of garage services as 
a therapeutic procedure. Obviously the various au- 
thors are well grounded in their field and present 
their subjects in a most interesting manner. The 
bibliographies, in those articles where they are 
given, are most helpful. In the future, this re- 
viewer suggests that bibliographies be included in 
all articles, whenever possible. 

A notable omission is the lack of reference to 
the Social Service Department and its special func- 
tion of supervision of those returned to the com- 
munity. Also, no reference is made to experiences 
with group therapy and group activities. 

In spite of the above, this reviewer enthusiasti- 
cally recommends this booklet to all who are in- 
terested in any phase of the the care, treatment, 
education and training of the mentally retarded. 
This booklet is evidence of what can be done in a 
resourceful and progressive institution. 

Matcotm J. M.D., 
Superintendent, 
Walter E. Fernald State School, 
Waverley, Mass. 


PsycHopaTHic Personauities. By Harold Palmer, 
M.D. (New York: Philosophical Library, 
1957. 179 pp. $4.75.) 


Dr. Palmer who is called “a leading British Psy- 
chiatrist” on the dust jacket has written nine essays 
of which the one on “Psychopathic Personalities” 
(12 pages) is the first. There are others on Schizo- 
phrenia, the Obsessions, the Depressive States, 
Hysteria, etc., the Paranoid States and Mania. 
The author, whose inspiration came from William 
James and who relates his indoctrination, “albeit 
unconsciously,” to Freud tells us “The two essays I 
have most enjoyed composing are those on Hysteria 
and the Psychopathic Personality.” I see no reason 
to doubt this. 

Eucen Kaun, M.D., 
Baylor University, 
Houston, Texas. 


Distursep COMMUNICATION. By Jurgen Ruesch. 
(New York: W. W. Norton & Co., Inc., 1957, 
PP. 337. $6.00.) 


Cybernetics, Information Theory, Communica- 
tion, Analogue Computers, Digital Computers, and 
the current trend toward the unification of theories 
and findings drawn from what were until recently 
considered to be diverse branches of knowledge, 
have made it inevitable that sooner or later psychi- 
atric theory would feel the impact of all this ac- 
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tivity. The operations of computers have given 
birth to a language and to theories based on this 
language which appear to provide admirably clear 
analogues to what happens in both the nervous 
system and the mind of man. The term “Cyber- 
netics” was coined by Norbert Wiener to cover 
this general field. 

In the present volume Dr. Jurgen Ruesch de- 
velops the theory of human communication which 
he set out in an earlier volume (Communication, 
written in collaboration with Gregory Bateson), 
and applies it to the clinical assessment of normal 
and pathological communicative behavior. It may 
at once be said that in this Dr. Ruesch has been 
eminently successful. What could in other hands 
have been a difficult book to read turns out in his 
to be not only informative, but engrossing and 
enlightening. What Dr. Ruesch has accomplished 
in this volume is no less that the development of 
a new method of assessing human behavior, both 
normal and pathological. It is of no moment 
whether this method will be enduring or not. What 
is of moment is that at one stroke it cuts away a 
great deal of the metaphysics that has obscured 
psychiatric communication, and substitutes in its 
stead a means of communication which is clear, 
constructive, economical, and concrete. The great 
value of the work lies not only in the methodologi- 
cal clarifications it supplies, but quite as much in 
the heuristic insights it provides. It is, therefore, 
a book that no student of the human mind can 
afford to neglect. 

Asuiey Montacu, Pu. D., 
Princeton, N. J. 


A Cuassiriep OF GERONTOLOGY AND 
Geriatrics. Supplement One, 1949-1955. By 
Nathan W. Shock. (Stanford, Cal.: Stanford 
University Press, 1957, pp. 525. $15.00.) 


Since the publication of A Classified Bibliography 
of Gerontology and Geriatrics in 1949, almost as 
many articles have been published on problems of 
aging as were published between the years 1900 to 
1948. Thus the need for a supplement to the origi- 
nal volume is evident. Also, in contrast to the 4 
journals devoted to problems of aging in 1948, there 
are now 17 in the world. 

The principle of selection in this supplement is 
based on the presentation of observations on organ- 
isms after the attainment of maturity. An intensive 
effort has been made to include articles pertaining 
to problems of aging which did not necessarily have 
the word “aging” or its synonyms in the title. Al- 
together there are 15,983 items classified. 

The general scheme of classification follows that 
of the original Bibliography, and is according to 
organ systems. Articles are arranged alphabeti- 
cally within each subject category. References that 
fall within 2 or more categories are given in full 
in the primary classification, and appear as “See 
Also” in other appropriate categories. 

Publication of this supplement was made possible 
by a grant from the Forest Park Foundation, 
Peoria, 

A. 


TraNouiizinc Drucs: Edited by: Harold E. Him- 
wich, M.D. Publication No. 46 of the Ameri- 
can Association for the Advancement of Sci- 
ence. (Washington, D. C.: 1957, pp. 197. $5.00.) 


Under an all-embracing title, this volume is 
made up of papers presented at a symposium in 
1955 at a time when the number of tranquilizing 
drugs was fewer and when knowledge about them 
was less extensive than at present. The papers are 
grouped into two main sections, the first concerned 
with electrophysiological and metabolic analysis of 
drug action and the second with therapeutic con- 
siderations. Of the two sections the first is more 
important, representing scientific studies of the 
effects on seizure latency, on the reticular system, 
and on a single synapse from an electrophysiologi- 
cal viewpoint. There are two papers on the 
metabolic aspects of drug action, one with particu- 
lar reference to increase in ATP following the 
administration of chlorpromazine, especially in the 
primary hypothalamic tissues. Grenell, the author 
of this paper, attributes this increase to diminished 
utilization rather than to increased production, a 
conclusion in accordance with the clinical effects 
of chlorpromazine on hypothalamic functions. The 
other paper on metabolism is concerned with studies 
of adrenolutin which is postulated as reproducing 
the primary schizophrenic thought-disorder without 
the secondary symptomatology. 

The section on the therapeutic considerations is 
less interesting, perhaps because since the time of 
the symposium, thousands of other papers have 
been published, covering all the aspects presented 
at the symposium. One cannot help but compare 
the two sections without once again being im- 
pressed by the need for a really scientific approach 
in the clinical field. Here one sees claims which 
have not stood the test of time. In fact, therapeu- 
tic efficacy appears to be greatest in patients in 
whom the prognostic indices would indicate a favor- 
able outcome irrespective of the specific therapeu- 
tic regime. 

This joint meeting in 1955, sponsored by the 
American Association for the Advancement of 
Science in cooperation with The American Psychi- 
atric Association and the American Physiological 
Society, was probably quite exciting at the time. 
One would have liked to have seen in the volume, 
however, critical comments of the scientists from 
the many different disciplines participating in the 
discussion, especially as the volume is published 
under the auspices of the American Association for 
the Advancement of Science. 

Joun Downnetty, M.D., 
Hartford, Conn. 


PersonaLity. By G. Eberhard 
Nymen. Acta Psychiatrica et Neurologica, 


VARIATIONS IN 


Supplementum 107. (Copenhagen: Ejnar 


Munksgaard, 1956.) 


This brief monograph completes the report of 
Swedish studies of psychological, endocrine, and 
somatic factors in 300 healthy army recruits. The 
author attempts to unearth fundamental person- 
ality determinants by correlating his assessments of 
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personality traits with the results of psychological 
tests and with the previously reported battery of 
somatic and endocrine measures. While the re- 
sults of these intercorrelations are not impressive, 
and while a 40-minute interview for assessment 
seems meager, the method and theory employed are 
of some relevance to those concerned with consti- 
tutional factors and with multidimensional person- 
ality study. Continental typology is emphasized and 
a good historical review of the literature on dimen- 
sions of personality assessment is included. Similar 
problems of method and theory face contemporary 
workers who are correlating neural and physio- 
logic processes with personality characteristics. At 
a time when Freud was beginning to concentrate 
upon psychoanalysis, a number of neurologists and 
psychiatrists were evolving biologically rooted 
typologies which described aspects of personality 
according to “primary” and “secondary” neural 
processes, The discussion of some of these systems 
is, perhaps, more successful than the demonstration 
of their utility. 
Daniet X. FreepMan, M.D., 
Yale University School of Medicine. 


HUMAN Pros_ems or A State MENTAL Hospita. 
By Ivan Belknap, Ph.D. (New York: Mc- 
Graw-Hill Book Co., 1956. $5.50.) 


A sociology professor aided by a group of 
graduate students conducted a 3-year study of the 
social organization of one state mental hospital by 
interview and observation methods. Based on these 
findings, the author presents recommendations for 
sweeping changes in the present organization and 
functioning of state hospitals. 

The book identifies the functions of the hospital 
as custodial, institutional maintenance and patient 
treatment; points out that the goals of these three 
functions may be contradictory and that usually 
administration takes precedence over treatment. 
The hospital staff wields authority, power and pres- 
tige in both formal and informal channels accord- 
ing to their hierarchical level in the organization 
chart with the physician at the top and the patient 
at the bottom. 

Some statements in the book are controversial : 
“|, . the doctor’s attainment of psychiatric certi- 
fication almost immediately removes him from the 
practice of psychiatry with the hospital patients” ; 
(p. 107) the ward system which is an informal or- 
ganization of attendants “is what usually prescribes 
the treatment of a particular patient at a particular 
time” (p. 170). 

Because of their isolation, large size and welfare 
responsibilities, the author proposes that the cen- 
tralized state hospitals be abandoned in favor of 
local care with all mental health and treatment 
activities centered in the community and with hos- 
pitalization only one phase of the total treatment 
a psychiatric patient requires. The author takes 
issue with the Hospital Standards of the APA 
which he considers too low and basically unsound, 
since they are based on the present hospital sys- 
tem. As an alternative, the author recommends that 
the hospital be relieved of the care of mental defec- 


tives and welfare problems, the hospital population 
be reduced, budgets increased and the hospital ad- 
ministration reorganized in a non-authoritarian 
direction. 

The ward attendant and social worker are singled 
out as the key persons to whom the psychiatrist 
should delegate authority and responsibility. The 
attendant is to be a college graduate with broad 
training to include social sciences, psychotherapy, 
medical nursing and administration, etc. The direc- 
tor of nursing in this scheme would be eliminated 
from the chart of organization and assigned to a 
staff position. The social worker is to be elevated 
to a status above all other staff save the psy- 
chiatrist. 

There are few references to the many changes in 
philosophy, social structure, organization and ad- 
ministration that have occurred in mental hospitals 
during the past 10 years nor is there seeming rec- 
ognition that the state hospital of today is pro- 
gressing steadily from custodial care to patient- 
centered treatment. 

The book is read easily and there is a useful 
annotated bibliography. “It may seem that the 
study of only one hospital does not warrant general 
conclusions,” says Dr. A. P. Bay in the Foreword. 
This reviewer agrees. 

Lucy D. Ozartn, M.D., 
Washington, D. C. 


SocioLOGy AND THE or Mentat Heactu. By 
John A. Clausen. (New York: Russell Sage 
Foundation, 1956, 62 pp. $.50. 


“Interdiscipline” has been firmly established as 
an honorific symbol in the social sciences for sev- 
eral decades. Clausen’s slim monograph jointly 
sponsored by the American Sociological Society and 
the Russell Sage Foundation is at once an inven- 
tory of accomplishment and an appeal for further 
collaboration between sociologists and practitioners 
in the area of mental health. In his brief foreword 
Wellman Warner writes that “those responsible for 
the bulletin regard it neither as a medium for re- 
porting new research, a history of mental health 
practice, nor as a formulation of relevant theory. 
Rather its functions are to give some appraisal of 
what sociologists have and have not done in this 
field of application, and more specifically, to identify 
the important opportunities which the field pre- 
sents for sociologists, both from the point of view 
of basic scientific research possibilities and from 
the point of view of professional occupational po- 
tentialities for the growing number of men and 
women who wish to carry their training in soci- 
ology into fields of practical application.” 

The chapter headings provide an accurate indi- 
cation of the scope of the survey :—mental health 
and illness in cultural perspective; research on 
social and cultural influences; social structure and 
function of treatment settings; the impact and 
aftermath of mental illness; program-oriented so- 
ciological research in mental health; the sociologist 
as participant in mental health programs; and gen- 
eral problems and outlook. In view of the fact that 
these rather diffuse topics are dispatched in some 
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50 compressed pages of text, further condensation 
for purposes of review is patently impossible. 

Nevertheless, it is possible to distinguish certain 
recurrent themes in the course of this monograph. 
Clausen’s pride in past sociological contributions to 
the study of mental health is unmistakable. At the 
same time there is a sort of exhortatory strain 
which permeates his treatment ;—future research 
possibilities are conceived as “opportunities” or 
“challenges.” It is clear that Clausen sees no con- 
tradiction between the needs of applied research 
and the construction of a science of sociology. “The 
study of mental illness, its social correlates, its 
treatment, and its consequences, affords more than 
an opportunity for problem-oriented research. It 
provides research settings in which some of the 
most significant problems of sociological theory 
may be investigated as well as sources of data 
richer by far than those available in many other 
community settings.” 

The author provides us with a number of sensi- 
ble tips on the strategy of fruitful interdisciplinary 
collaboration. However, all of these seem to be 
based on the implicit assumption that interdisci- 
pline is ordinarily superior to single disciplinary 
effort, and that the failure to “communicate” is 
the primary cause for the disruption of collabora- 
tive enterprises. This view fails to take into ac- 
count the possibility that some interdisciplinary 
projects fail precisely because the participants 
“communicate” too well, that in short they ac- 
curately perceive that the methodological and con- 
ceptual barriers which separate them are too high 
for cooperative trespassing. Moreover, a case can 
be made for the proposition that the spirit of com- 
mittee compromise which necessarily characterizes 
a successful interdisciplinary project may do vio- 
lence to the integrity of all the sciences repre- 
sented. 

Meanwhile, it is abundantly clear that the quality 
of mind required to solve such problems is epi- 
tomized by the reasonable eclecticism and tolerance 
for a diversity of approaches which is character- 
istic of this monograph. We have no difficulty in 
agreeing with Clausen that “the sociologist inter- 
ested in working within the mental health field 
will find ample scope for all the theory and research 
skill he can muster.” 

Marvin K. Bresster, Pu. D., 
University of Pennsylvania 


CunicaL Psycuotocy. By Richard W. Wallen. 
(New York: McGraw-Hill Book Company, 
Inc., 1956, pp. 388. $6.00.) 

The author has a most serious interest in the be- 
ginning student in clinical psychology. This book 
is primarily designed for the neophyte in the field 
and is written at a level of understanding com- 
mensurate with such an audience in mind. Inter- 
viewing, projective methods, psychometric testing 
and psychotherapy are surveyed in a manner which 
can easily establish a sound foundation for further 
specialization. 

Stress is laid upon the creative use of many kinds 
of information concerning individuals. The author 


frowns upon mere mechanical interpretations of a 
standard nature. To this end the case material pre- 
sented is aimed at helping the student become more 
perceptive and creative in a professional manner. 
Thus, the reader may find himself developing points 
or applications begun in the text and deliberately 
left incompleted. 

Because psychological clinicians must often work 
with physicians, there is a special chapter on how 
physical and neurological examinations are con- 
ducted. It is to Dr. Wallen’s credit that he has 
been very careful in this contribution not to give 
the beginning student a one-sided picture about 
clinical psychology. This book has an eclectic frame 
of reference and can be used by teachers of various 
persuasions. 

ArtHur Lerner, Pu. D., 
Los Angeles City College. 


MarriaGe: Past AND PRESENT; a Debate between 
Robert Briffault and Bronislaw Malinowski: 
edited with an Introduction by M. F. Asviley 
Montagu. (Boston: Porter Sargent, 1956, pp. 
96. $2.50 cloth, $1.50 paper.) 


In publishing the Briffault-Malinowski contro- 
versy, first printed in the B.B.C. Listener (1931), 
Ashley Montagu has brought into review the es- 
sence of the two sociological schools of thought 
pertaining to marriage and the family. 

Briffault held the position ie. The Mothers 
(1927) that social institutions were largely influ- 
enced by the functions of motherhood—hence the 
matriarchal theory of social evolution in which 
present marriage forms evolved from an original 
group marriage within the context of the maternal 
clan. The discussion clearly demonstrates the weak- 
ness of the theory together with Briffault’s empha- 
sis on economic incentive and power in marriage 
arrangements. The importance of bringing this 
material to light now for the scholar in allied fields 
can be seen by some implied anthropological as- 
sumptions in the works of such eminent scholars as 
George Thomson (Studies in Ancient Greek So- 
ciety, 1949) and Joseph Needham (Science and 
Civilization in China, vol. 1, 1954). 

Malinowski held the opposite view that individual 
marriage was an original institution which was 
based fundamentally on the family. He exposed the 
communist fallacy of attempting to eliminate mar- 
riage because it represented a ‘bourgeois’ conception 
of the family. Ashley Montagu shows the correct- 
ness of this approach—“By 1946, marriage, divorce 
and abortion (in Russia) were returned (from the 
individual’s discretion) to the jurisdiction of the 
State.” Although Malinowski overemphasized the 
concept of individual marriage, his generalizations 
about marriage and the family being dependently 
related and universal still hold. Rather than mar- 
riage being a function of the economic system, it is 
in fact basic to society. 

To the reader who is not directly concerned with 


‘comparative ethnography in regard to marriage and 


the family, this discussion is useful in bringing into 
focus formerly held divergent views which have in- 
fluenced current anthropological writing. The edi- 
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tor’s introduction serves to criticise and tighten 
both arguments in line with modern field data and 
generalizations. 
R. W. 
University of Toronto. 


A Textsook or PsycHiatry (8th ed.). By Sir 
David Henderson and the late R. D. Gillespie. 
With the assistance of Jvor R. C. Batchelor. 
(London, New York, and Toronto: Oxford 
University Press, 1956.) 


The first edition of Henderson and Gillespie’s 
text-book was published in 1927. Its value and use- 
fulness are attested by the fact that now, 30 years 
later, it has appeared in an 8th edition. Sir David 
gives credit to Dr. Batchelor for considerable por- 
tions of the revision in this edition, especially in 
discussing physical methods of treatment and re- 
writing the chapter on epilepsy. 

The need for frequent revisions of textbooks on 
psychiatry is evidenced by the rapidly accumulat- 
ing studies in etiology and genetic factors, and the 
conditions in which mental diseases develop, and 
especially in the widening range of therapeutic 
measures, particularly the vast amount of work 
going on in the field of pharmacotherapy. For ex- 
ample, there is in the present text a chapter on Spe- 
cial Methods of Physical Treatment which includes 
insulin therapy, convulsion therapy, leucotomy, con- 
tinuous narcosis and narco-analysis. All these are 
covered in 32 pages. But there is nothing here or 
in the chapters dealing with the various psychiatric 
disorders and their treatment which takes up the 
use of the tranquilizing drugs; and the correspond- 
ing words will not be found in the index. 

Following the usual introductory chapters on 
Classification, Aetiology, Method of Examination, 
Symptomatology and General Psychopathology, the 
authors take up the several forms of illness as “re- 
action types”’—psychoneurotic, affective (manic- 
depressive and involutional melancholia separately 
considered), schizophrenic, paranoia and paranoid, 
psychopathic states, organic reaction types, epilepsy, 
and mental defect. 

There are separate chapters on Psychoses and 
Psychoneuroses in War, the Psychiatry of Child- 
hood, Occupational Therapy, and Relations of Psy- 
chiatry and Law. 

The authors admit that there has been an apparent 
increase in psychoneurotic illness in recent years, 
and if so, probably related to some form of inse- 
curity, “whether crudely financial, or more gen- 
eral, especially an absence of mental values of the 


sort that transcend purely material issues.” The 
authors seem to follow the Meyer concept that the 
neurosis is a “part-reaction” while a psychosis 
means “a change in the whole personality,” and 
that “reality is changed qualitatively” in the latter 
but remains unchanged qualitatively in the former. 
This is possibly debatable ground. 

In the chapter on psychoneurotic reaction types 
the more important theories of pathogenesis are 
fairly summarized—those of Charcot, Bernheim, 
Janet, Freud, Dejerine, Slater, et al. Studies of 
constitution and heredity and statistical evaluations 
also throw light on the origin of the psychoneuroses. 
The authors are of the opinion that the obsessive- 
compulsive type is sometimes “an expression of a 
manic-depressive illness, at other times a true psy- 
choneurosis.” Psychoneurotic reactions as a whole 
are more common among persons “of superior than 
those of inferior intelligence . . . hysterical symp- 
toms being commoner amongst dull individuals.” 
The Freudian etiology of hysteria, the authors state, 
“can hardly be accepted as having universal va- 
lidity.” 

In this chapter on the psychoneuroses the authors 
devote 6 pages to psychoanalysis. They recognize 
Freud’s contribution to the theory of ncrmal and 
abnormal psychology. “There is, however, no doubt 
at all that as a therapeutic weapon psychoanalysis 
can be dangerous, and that much harm has been 
done both to individual patients and to the gen- 
eral repute of psychoanalysis by injudicious practi- 
tioners of the method, who often disregard the limi- 
tations which Freud himself explicitly defined as 
early as 1904—limitations which have not since 
been materially modified.” Claims of benefit in the 
treatment of the psychoses “must be inspected with 
the greafest reserve.” 

The authors sum up their views: “We are of the 
opinion that Freud’s own restriction of the treat- 
merit to chronic psychoneurotics is a very proper 
one. 

This book is richly supplied in each of the clini- 
cal chapters with case histories, often of consider- 
able length; and the historical development of the 
various disease concepts is carefully attended to. 
In addition there is a valuable Historical Review 
of the Care and Treatment of Mental Illness 
(16 pp.) which constitutes the introductory chap- 
ter of the volume. It is a conservative and com- 
prehensive textbook which, the reviewer thinks, ful- 
fils the authors’ hope that it “will continue to be a 
safe guide and stimulus to students, postgraduates, 
specialists and general practitioners.” 


C. B. F. 
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IN MEMORIAM 


DOUGLAS M. KELLEY, M. D., 1912-1958 


The early part of a distinguished career 
and important contributions in the field of 
medicolegal psychiatry have been cut short 
by the untimely death of Douglas M. Kelley. 
Dr. Kelley was born in 1912 in California. 
He received his B.S. and M.D. from the 
University of California in 1933 and 1937 
and the Doctorate of Medical Science in psy- 
chiatry in 1940 from Columbia University, 
College of Physicians and Surgeons. In 
1940 he married Alice Vivienne Hill of Chat- 
tanooga. Under two fellowships from the 
Rockefeller Foundation, he had his resi- 
dency training at the New York State Psy- 
chiatric Institute and the New York Neuro- 
logical Institute, where he finished in 1941. 
He returned to San Francisco and was made 
an instructor in psychiatry at the University 
of California. 

In 1942 Dr. Kelley went overseas as chief 
psychiatrist for the 30th General Hospital. 
He served also in the European Theater of 
Operations as Chief Consultant in Clinical 
Psychology and for a short period a@ Acting 
Consultant in Psychiatry; he was then as- 
signed as Psychiatrist to the Nuremberg Jail 
and Surgeon in charge of the Jail. He was 
Lieutenant Colonel at the time of his dis- 
charge. His book, 22 Cells in Nuremberg, 
published in 1947, contains psychiatric pro- 
files of the 22 Nazi war prisoners, including 
such persons as Goering, Hess, Schacht and 
Ribbentrop. 

After the war he became Associate Pro- 
fessor of Psychiatry at Bowman Gray School 


of Medicine, 1946-49, and Director of Gray- 
lyn Psychiatric Hospital, 1948-49. In 1950 
he was appointed Professor of Criminology 
at the School of Criminology, University of 
California, Berkeley. He spent a great deal 
of time as consulting psychiatrist at the 
Berkeley police headquarters, interviewing 
offenders and making psychiatric evaluations. 
He was greatly interested in plans to im- 
prove psychiatric testimony and in psychi- 
atric treatment of criminals. In cooperation 
with the University of California and the 
Alameda county authorities, he worked out 
a very interesting plan for the commitment 
of narcotic addicts to a section of the county 
farm, where they would spend 6 months 
under psychiatric treatment and then be 
paroled for 44 years, still receiving regular 
psychiatric care. This experiment could not 
be carried out because the California Legis- 
lature was unwilling to appropriate the 
money. 

Between 1939 and 1941 he wrote numer- 
ous articles on the Rorschach technique and 
its usefulness in psychiatry. He was joint 
author with Bruno Klopfer of a book, The 
Rorschach Technique, published in 1946. 
His most recent contribution was a chapter 
on medicolegal aspects of psychiatric treat- 
ment in The Practice of Psychiatry in Gen- 
eral Hospitals, published in 1956. 

He is survived by his wife and three chil- 
dren, Douglas, Jr., Alicia and Allen. 


K.M.B. 
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In a mental hospital, 
THORAZINE’ SPANSULE' capsules 


... provided increased patient response 


... saved time for hospital personnel 


e Ina preliminary study' of the ‘Thorazine’ Spansule capsule, many patients 
showed increased response to the sustained, 10- to 12-hour therapeutic effect 
provided by a single daily dose. 

On one ward, “Thorazine’ Spansule capsule administration produced a saving in 
time of 2 hours.' Thus, the nursing staff had extra time for more productive 
nursing operations. 


Smith Kline & French Laboratories, Philadelphia 


1. Vasconcellos, J., and Kurland, A.A.: Dis. Nerv. System 19:173 (April) 1958, 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


j 


IS V 27°90 DNV 


CHEMICALLY IMPROVED beneficial proper- 
ties potentiated . .. unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED-¥ en. 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED-~ does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms > facilitates insight permits 
early introduction of psychotherapy -————> im- 
proves patient-personnel relationship ——» hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 
Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 meg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 cc. ampuls (20 mg./ce.) 


Squibb Quality— 


SVESPRIN’ 1S A SQUIBB TRADEMARK SQUIBB sae “ The Priceless Ingredient 
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MODEL M2 
ELECTROMYOGRAPH 


presenting a new technique 
for the analysis of biological phenomena. 


Two independent channels. 

Visual presentation on two-beam oscilloscope. 
Audible presentation on loud speaker. 
Magnetic tape record. 

20-1 playback to graphic recorder. 


write for descriptive 
literature and prices on: 
ELECTROMYOGRAPHS 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS 
RECORDER PAPER 
ELECTRODES 

SHOCK THERAPY EQUIPMENT 


MEDCRAFT ELECTRONIC CORP. 


designers and manufacturers of diagnostic . = 
and erapeutic equipment for the médical pro 


GREAT EAST NECK ROAD, BABYLON, N.Y. 
TEL. MOHAWK | AD foo: BABYLON, 
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Timesaving 


a 


e* 
4 


‘Compazine’ Spansule capsules provide: 
¢ Timesaving administration in the hospital—only one or 
two doses daily. 
¢ Rapid onset of action—as fast as tablet medication. 


¢ Sustained therapeutic effect—continuous action for 10 to 
12 hours. 


NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients = require 30 mg. or more of 
‘Compazine’ daily. 


Compazine* S pansule’ 


prochlorperazine, S.K.F. sustained release capsules, $.K.F. 


Smith Kline & French Laboratories, Philadelphia 
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(reserpine CIBA) 


With a growing history of success, Serpasil continues 
to play a major role in the treatment of emotionally 
disturbed psychiatric patients. Under its calming, pro- 
tective action, agitation and tension give way to se- 
renity--yet drive and energy are retained. For Serpasil 
"modulates" more than it sedates, making the patient 
better able to cope with his problems. Even in the most 
acute states, Serpasil reduces manic excitement and fre-— 
quently produces dramatic improvement in behavior. 7" 


gh mag Tablets. 4 mg. (scored), 2 mg. (scored). 1 mg. (scored), Cc I B A 
25 mg. (score and 0.1 mm Elixirs, 1 wg. and 0.2 wg. Serpasil per 

@l. teaspoon. farenteral Soluti qa: Awpuls, 2 sl 2.5 wg. Serpasil SUMMIT. N.J. 

per wl. Multiple-dose Vials, 30 ml.. 2.5 mg. Serpasil per ml. 
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= continues to succeed in psychiatric therapy 
= 
eg 


MINIMIZE HAZARDS 


of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 


the previous risks inherent 
in the treatment. 


9916 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


3. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 


Brody, J. 1. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 

Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 

Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 

Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 

Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 

Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 


. Newbury, C. L. and Etter, L. E.: [bid. 74:479 (Nov.) 1955. 

. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 

. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253:546 (Sept.) 1955. 
. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 


. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug,) 1955. 


. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 


. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 


. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 


. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 


. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 


3. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954, 


. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71-122 (Jan.) 1954. 


. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953, 
. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 

. Murray, N.: Texas Rep.Biol.& Med. 11:593, 1953. 

. Murray, N.: Confinia neurol. 13:320, 1953. 

. Alexander, L., Gilbert, I. E., and White, 8. E.: /bid. 13-325, 1953. 

. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.lrish M.A. 31-240, 1952. 

. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 

. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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Deprol has proved 
successful in 
combating severe depression 
without causing 

artificial elation. 

Average recovery time 

was 8 weeks (with a range 
of 1 to 25 weeks). 

Disturbed sleep, 

often a prominent symptom, 
was relieved without 


deepening the depression 
on awaking.* 


- WITHOUT © STIMULATION 


Relieves depression without 
masking it with euphoria 


Restores natural sleep without 
depression-producing aftereffects 


Reduces depressive rumination 


Deprol acts promptly, often makes 
electroshock therapy unnecessary, 

and has a simple dosage schedule 

no known liver toxicity 

no effect on blood pressure, appetite 
no effect on sexual function 


Side effects are minimal and easily controlled by dosage adjustment. 
Deprol does not interfere with other drug therapy. 


Composition: Each tablet 
contains 400 mg. meprobamate 


t 
and 1 mg. 2-diethylaminoethyl 
benzilate hydrochloride (benactyzine HCl). 
Recommended Starting Dose: 
1 tablet q.i.d. 


WALLACE LABORATORIES Alexander, L.: Chemotherapy of depreamon 
New Brunswick, N. J. Use of meprobamate 
combined with benactyzine 
(2-diethylaminoethyl benzilate) 
hydrochloride. 1019, 
March 1, 1958. 


Literature and samples on request 
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HELP US KEEP THE 
THINGS WORTH KEEPING 


Gently, he starts her on 
another adventure in a 
wonder-filled world. 

Will her world always 
be so peaceful, so free? 
You can help it be—by 
helping to keep the peace. 

But peace costs money. 
Money for strength to 
keep the peace. Money for 
science and education to 
help make peace lasting. 
And money saved by in- 
dividuals. Your Savings 
Bonds, as a direct invest- 
ment in your country, 
make you a Partner in 
strengthening America’s 
Peace Power. Buy a few 


extra! 


WOW YOU CAN REACH YOUR SAVINGS GOAL 
(in juat 8 years, 11 months) 


$2500 | $5.00 | $10.00 


cack week, | | $850 | $16.75 


This shows only a few examples. You 
can save any sum, buying Bonds by 


Payroll Savings or where you bank. 4 eee’? ‘ 


Photograph by Harold Halma 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. 
The Treasury Department thanks, for their patriotic 
donation, The Advertising Council and this magazine, 
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A social anthropologist examines 


The Psychiatrie Hospital 


as a Small Society 
By WILLIAM CAUDILL 


Because in-patient therapy does not take place result is a detailed, comprehensive analysis of 
in a vacuum, an understanding of the emo- interrelations within the overt formal and in- 
tional interaction within the social microcosm 
of the mental hospital is vital to effective ther- 
apy and administration. As a resident observer, 


Dr. Caudill studied both patients and personnel 


formal structure of the hospital, and within 
its covert emotional structure. In addition, his 


unique reconstruction of the events leading to 


on the wards, at staff meetings, through ther- a major patient disturbance during his stay ; 4 

apy-hour notes, and in interviews using an at the hospital is an invaluable guide to all : 
original “picture interpretation” technique. The hospital administrators. $6.50 ‘g 

2 

Through your bookseller, or from . 

HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 


lust published — 


MEMORY AND AMNESIA 
by J. M. Nielsen, M.D., F.A.C.P. 


Clinical Professor of Medicine (Neurology), University of California, Los Angeles; 
Senior Attending Neurologist, Los Angeles County General Hospital; National 
Consultant in Aphasia, Area Consultant in Neurology, Psychiatry and Aphasia, 
Veterans Administration. 


Author of Agnosia, Apraxia, Aphasia (2d ed., 1946), and A 
Textbook of Clinical Neurology (3d ed., 1951) 
This monograph is based on many years of investigation and specialized observa- 
tion. It organizes for purposes of clinical neurology what is known of memory 
and amnesia, stressing neurological evaluation and cerebral areal localization of 
function. The various types of amnesia are classified and described, with case 
reports, and recommended treatment is explained. 


Order from your dealer or from the publisher— 


205 pages, 

23 illustrations, bibliography, 
index 61, x 9% inches, 

Cloth, $7.50 


San Lucas Press 
316 North Bailey Street 
Los Angeles 33, California 


other exclusive San Lucas Press publications 


Errects or Atconor On The Nervous System of Man: The acute and subacute effects on the 
stomach, brain and nervous system. By Cyril B. Courville, M.D. 90 pages, illustrated. Cioth 
edition $4.50, Paper $2.00 


Cereprat Anoxta: Observations on its History, Its Pathogenesis and Structural Characteris- 
tics, The Importance Of Its Circulatory Component, and its significance in evaluation of cer- 
tain chronic diseases. By Cyril B. Courville, M.D. 257 pages, 48 illustrations $7.50. 
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The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA P 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- p 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Alien Brett, M.A. 


References 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


‘rhe Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
net only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time —— and psychologist are in 
residence. Our work emphasizes a much wider concept of student a and growth than is 
conceived of in apy ed education. Educating the student as a person, adjusting and maturing 
his personality a primary aim. : 


V. Anpverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City 


Telephone: TUrner 9-3571 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student's program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the loca! 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Girl Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


ATTENTION 


Extension of the reduced subscription rate 
of $500 (less than one-half the regular 
rate) for the AMERICAN JOURNAL OF 
PSYCHIATRY has been authorized to in- 
clude medical students; junior and senior 
internes ; first, second, and third year resi- 
dents in training ; and graduate students in 
psychology, psychiatric nursing, and psy- 
chiatric social work. 

In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to : 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
NEW YORK 20, NEW YORK 
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Founded in 1904 


HIGHLAND HospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and ‘mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range ad Western North Carolina, affording excep- 

tional opportunity for ry and nervous rehabilitation. 
The OUT-PATIENT ty, NIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
OHN D. PATTON, MD. 
Clinical Director 


A Modern 
Psychiatric 
Institution 

in Montreal, 


Canada 


¢ A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


e On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated, 


® Picturesque setting, large grounds, full program of healthful indoor 
Brochure and and outdoor activities. 
rates sent 
on request. e Adequate supervision of the treatment program and therapeutic team 
by the psychiatrist in chief. 


Founded in 1919 


ALBERT PREVOST 


6555 Gouin Bivd. West, Montreal, P.Q. Phone RI 4-6481 
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FOR THE MENTALLY RETARDED CHILD 
SIX COMPREHENSIVE PROGRAMS 


y Diagnosis e Summer Program 
* Education and Training , Psychiatric Treatment 
© Residential Supervision Center 


Established 1888, The Training School at Vineland provides care 
and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 

Research Laboratory famed for continuous study of causes, pre- 

For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


Gnatroriusn 


A private psychiatric hospital em- Seaff 
loying modern diagnostic and treat 
ag JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Accoctate 
. JAMES K. HALL, JR., M.D., Associate 
and recreational therapy—for nervous 
: CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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(@ Modern Treatment Facilities @ Psychotherapy Em- 
@ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
ae Therapy @ Supervised Sports @ Religious Services 
Plus . 
YOUr patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Vi! Florida’s Sunny West Coast . 
oun Rates Include All Services and Accommodations 
Brochure and Rates Available te Doctors and Institutions 
A ‘MODERN | HOSPITAL | FOR Medical Director—SAMUEL G. HIBBS, M.D. 


EMOTIONAL READJUSTMENT Medica! WALTER H. JR. MD. 


TARPON SPRINGS FLORIDA ARTORG GONZALBY, 


ON THE GULF OF MEXICO SAMUEL G. WARSON, MD. | Ri Bae? PHILLIPS, M.D. 


HALL-BROOKE 
An Adlive Dreatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 33 E. 74th St., New York, N. Y., LEhigh 5-5155 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SoL_omon, M.D. George M. ScHLomer, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M.D. Georce E. Scott, M.D. 
Tuomas J. Huriey, M.D. RoBert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 
Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmleck 4-0200 


Nine miles from Washington, D. C.—In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 


XXXII 


7 
_ 
4 
ia 
* 
f 
3 
4 
| 
ope 


COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Creswett Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 
Incorporated 
SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., THomMas P. Prout, Jr. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 

A private hospital devoted to the indiv:dual care of psychiatric patients. 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the 
available services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo M.D. S. Green, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 

For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders —— psychiatric, or neurological supervision. 

Full resident and associate staff. urtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 
Fully Accredited ty the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 


NEW YORK CITY 
‘Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHn H. Nicnots, M. D. G. PauLine WeELLs, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


1270 AVENUE OF THE AMERICAS, Room 310 Date 
New York 20, New York 

Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume begins July 1958 issue. 
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“ANTABUSE' appears to be the most effective 


-means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 


the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 


“Antabuse” ® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, 


bottles of 50 and 1,000. 
Complete information available on request 


yerst Laboratories © New York, N. Y. © Montreal, Canada 
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THIS WE BELIEVE ... it is the sincere belief of The Devereux 
Foundation that every child possesses certain latent capabilities, 
and that means can be found for developing them to the fullest 
capacity. 

To that end, every phase of the Devereux student’s life is planned in 


the light of what is best for the individual child—a “multidisciplined” 
approach, calculated to release those capabilities. 


Children find at Devereux a therapeutic environment in which there 
is acceptance and love—and satisfaction of their basic need of recog- 
nition as individuals. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


Professional 
Associate Directors 
HELENA T. DEVEREUX Charles M. Campbell, M.D. 


Administrative Consultant Michael B. Dunn, Ph.D. 


EL'WARD L. FRENCH, Pb.D. Fred E, Henry, $.T.D. 
Dicactor J. Clifford Scott, M.D. 
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